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Interpretation of Gastric Symptoms* 


ArTHUR M. Horrman, M.D., Los Angeles 


Is it necessary to justify presenting a paper on the 
interpretation of gastric symptoms? I would say 
yes. What is our objective in devoting time on this 
panel discussion to the problem of symptomatology ? 
Basically, we are interested in determining whether 
or not our patient has serious disease. If he presents 
himself for examination with gastric complaints— 
or if we elicit gastric symptoms in a routine examina- 
tion, we must evaluate them. The two great problems 
in gastric disease, cancer and ulcer, require action 
on the part of the physician for worthwhile remedial 
therapy. In cancer it is to detect the disease early 
and to act fast. We are failing in such detection of 
early carcinoma of the stomach in the vast majority 
of instances. Our diagnostic success is much greater 
with ulcer. This contrast in early diagnosability in 
these two numerically preponderant diseases has 
many apparent explanations. Are these explanations 
valid? We admit we can suspect most ulcers with con- 
siderable accuracy simply by the time, food relief 
pattern story. We can suspect the cancer story only 
when it is characteristically far advanced and almost 
too late for surgical cure. 


Is a diagnostic lag a necessary feature in the 
recognition of this disease? Does gastric carcinoma 
need the observations of a Mackenzie, who, in 
cardiology clarified the arrhythmias so that the 
knowledge of what was wrong with the heart beat 
led to proper management? Forty years ago we had 
the rheumatic “grab bag.” Every joint that hurt or 
was inflamed was labeled “rheumatism.” With the 
description in 1905 of atrophic and hypertrophic 
arthritis came the realization that all chronic joint 
disease need not be the same. Gradually there evolved 
an etiological description of gout, Charcot joint, 

* Read as a part of the panel discussion of diseases of the 
stomach before the section on General Medicine at the 76th 


Annual Session of the California Medical Association in 
Los Angeles, April 30-May 3, 1947. 


spondylosis, spondylolisthesis, spondyloarthritis, 
rheumatic fever, specific joint infections due to the 
gonococcus, pneumococcus and other organisms. 
With such knowledge a more rational therapeutic 
approach became a practical weapon in the handling 
of arthritics. Similar analogies can be drawn in many 
other fields of medicine within our own lifetime. 
Witness the gradual emergence of dermatology from 
the days of purely morphological description—and 
of the classification and management of anemias. 


In gastric disease we are not lacking in that etio- 
logical approach. Our limitations practically are in 
our inability to help that vast number of patients 
who develop carcinoma of the stomach and die of it 
—and the large number of patients who develop 
peptic ulcer, too many of whom suffer or die of it 
in spite of diagnostic and therapeutic advances. In 
our clinical approach to the problem are we limited 
in diagnostic devices? Probably not. The x-ray is 
of invaluable help—gastroscopy adds a degree of 
accuracy. The diagnostic index of suspicion is a 
tremendous aid, but still morbidity and mortality 
statistics tell us of our failure. A resume of the in- 
formation that subjective symptoms in gastric disease 
can give us may therefore orient us more fully, even 
if it only indicates our diagnostic limitations. 

In this area of laboratory aids to diagnosis, his- 
tory taking is unfashionable. More than that, it is 
time consuming; and, after all, every one is over- 
worked and in a rush. Our psychiatrically minded 
friends have performed a great service. The psycho- 
somatic approach to gastro-enterologic problems 
re-emphasizes the necessity of knowing the patient’s 
personality and emotional background. One can't 
know this aspect of the patient without asking ques- 
tions and listening to him, and evaluating his symp- 
toms; and the elucidation of such a story cannot be 
done without cerebration. Alvarez has done yeoman’s 
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work in pointing out the value of a good history. 
Most experienced consultants are not content to ac- 
cept a second hand history in patients with an 
obscure diagnosis. The personal touch in extracting 
the history is invaluable and reaps big diagnostic 
dividends. A reasonably short but intelligent survey 
of the patient’s story, as told by himself, can indicate 
whether or not he is neurotic. Being neurotic doesn’t 
exclude the possibility of his having a superimposed 
carcinoma, and usually enhances his chances of hav- 
ing peptic ulcer. 

To what symptoms, then, should we cock the diag- 
nostic ear? A sense of fullness after eating is normal. 
That same feeling before meals may point to a variety 
of conditions including congestion of the liver from 
heart failure, hepatitis, fever, intrinsic organic dis- 
ease within the stomach or gastric retention due to 

pyloric obstruction. The nausea of reverse peristalsis 
tells us either that the pylorus is in spasm or is par- 
tially obstructed from any cause. Burping or belching 
is normal in moderation. Never, even if severe, does 
it give dependable indication of serious disease. 
Heartburn, so frequent statistically, also is not de- 
pendable in differentiation between organic and func- 
tional disturbances. 


We come then to rely on the history of pain as 
the most reliable guide to gastric disease. Time will 
not permit a complete discussion of the anatomical 
origins of pain but the most important concept is 
that visceral pain is an entity and comes either from 
distention or traction of the organs. The well estab- 
lished pathways of pain from viscera to spinal cord 
are of importance clinically only because of the 
overlapping of such pathways. Thus lesions of the 
hepatic ligaments, the liver and splenic capsule, the 
precordium and central portions of the diaphragm 
send stimuli through the phrenic nerve to the 4th 
cervical segment. Likewise the margins of the dia- 
phragm and the capsules of the stomach, liver, spleen, 
pancreas, gall bladder and small bowel send impulses 
through the splanchnic nerve to the 5th to 10th dorsal 
segments. Lower in the abdomen, impulses go to 
lower dorsal segments. The vagus takes impulses 
from the stomach and esophagus, and tracheo-bron- 
chial tree. 


Pain arising from outside the abdomen usually 
from spinal nerve irritation due to arthritis, curva- 
ture of the spine, malignancy or from cardiac or 
pulmonary disease may lead to confusion in the 
evaluation of abdominal pain. We must be on the 
alert at all times to differentiate between these 
visceral and somatic origins of pain. In this connec- 
tion individual susceptibility to pain plays an im- 
portant factor in proper evaluation of his symptoms. 
About 10 per cent of the population is hyposensitive. 
In contrast are the 10 per cent who are hyper- 
sensitive and over-exaggerate trifling distress. The 
remaining majority, considered normal, are to be 
congratulated inasmuch as they are free from the 
suffering and discomfort of the hypersensitive, and 
possibly less likely to fall prey to advanced disease 
than are the hyposensitives simply because of lack 
of sensitivity. Libman’s styloid pressure maneuver is 
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of value clinically in recognizing this hyposensitive 
group. 

To what characteristics of pain do we devote our 
attention in evaluating this symptom? Intensity or 
severity after due allowance for individual sensitiv- 
ity, is important, but we must keep in mind that the 
most severe pains are often not a measure of the 
seriousness of the condition causing pain. Acute 
paroxysmal pain due to spasm is the most severe 
and causes the well known entities of gall bladder and 
renal colic, pylorospasm and cardiospasm. The latter 
two may be purely psychic in origin. 

Location of gastric pain is helpful only insofar as 
it localizes visceral pain in that area. Referred pain 
from arthritis, gall bladder disease, hiatal hernia or 
spinal disease all challenge our diagnostic acumen. 
The common nerve pathways of hiatal hernia and 
coronary disease cause symptoms often indistinguish- 
able except by the more frequent association of 
hiatal hernia pain with the supine position after 
meals and the well recognized relationship of coro- 
nary pain to effort. Either of these pains may give 
no real clue as to its origin, and by being limited 
to the epigastrium may simulate gastric disease 
perfectly. 

On what, then, can we rely? Actually no symp- 
toms are pathognomonic, but questioning is helpful. 
What about duration of pain? A long history without 
change in character of the pain favors functional 
disease. If remissions occur with complete relief, 
ulcer or gall bladder disease is suggested. A short 
story of weeks or months in a previously healthy 
adult is our best guide to probable organic disease, 
and in these patients a negative study demands repe- 
tition within a month if the original study revealed 
no disease. We have been too content, in some in- 
stances, to postpone second or third gastro-intestinal 
surveys at early subsequent intervals because of ex- 
pense or fear of psychic trauma, and so have over- 
looked possible remediable organic gastric disease. 

Recent change in the character of a patient’s 
distress often indicates the development of malig- 
nancy in association with a benign lesion or a new 
process unrelated to the original diseased condition. 
Suddenness of onset of a particular pain, barring 
complications, is of little help in our major cancer 
and peptic ulcer problem. Rupture and colic are 
sudden in onset. Functional conditions, or ulcer and 
cancer start gradually. Rhythmic periodicity of pain 
as typified by the average ulcer case is practically 
diagnostic. Constancy of pain suggests a lesion which 
is developing steadily or has attained and maintained 
its development, such as traction or pressure of 
malignancy or inflammation. Change of intensity 
with movement suggests traction of the neoplasm or 
inflammatory process, but here again somatic spinal 
disease from the cord or from nerve irritation must 
be excluded. Hyperesthesias which are band-like are 
indicative of the latter. 

The next question of importance in our history is 
the effect of food and medication on the pain, and a 
recital of the day’s activities in sequence as to the 
effect of food on pain. With such an outline one can 
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frequently gain a perspective of the patient’s com- 
plaint that brings into sharper focus the probability 
of either functional or organic disease. 

In summary, then, this discussion of gastric symp- 
toms has been a plea for more time and thought spent 
in obtaining the patient’s story of his digestive symp- 
toms. The time honored physical examination is no 
substitute for an intelligent history, for only in a 
minority of instances will physical findings be present 
in early gastric disease, and often when they are pres- 
ent it is too late to be helpful. Laboratory studies are 
of value, but delay in obtaining them or failure of 
early repetition of negative studies too often permits 
serious lesions to progress under a sense of false 
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security. Herein lies the value of the history which 
is not taken perfunctorily. Much useful information 
may be obtained in the history, and the difficulties of 
extracting that information cannot be overcome by 
anything except continuing awareness of its possible 
contents. 

6222 Wilshire Boulevard. 

QUESTIONS AND ANSWERS 

Dr. HorrMAn: “What part does absorption of blood play 
in gastro-intestinal ailments?” 

“It plays a great part. It is a quantitative matter. Experi- 
mentally, ingestion of 350 cc. of blood is sufficient to raise 
the NPN appreciably. Larger amounts raise it proportion- 
ately.” 


"tig 


The Surgical Treatment of Bleeding Peptic Ulcer* 


CARLETON MATHEWSON, Jr., M.D., San Francisco 


‘THe surgical management of bleeding peptic ulcer 
is still the subject of considerable controversy. 
Regardless of the fact that a fairly large number of 
patients bleed to death on conservative medical man- 
agement,!:®.11_ most internists and surgeons are 
reluctant to recommend surgery on a seriously ex- 
sanguinated patient. While one must admit the 
potential danger associated with such a procedure, 
experience has shown that operation during the 
active stage of bleeding may be the only life saving 
measure. 

When one considers the surgical management of 
bleeding peptic ulcer, a clear differentiation must be 
made between repeated or persistent bleeding over 
a long period of time not controlled by conservative 
medical management and acute massive hemorrhage 
of such proportion to be an immediate threat to life. 
In general, it is agreed by surgeons and internists 
alike that patients who have severe repeated hemor- 
rhages or persistent bleeding from a demonstrable 
ulcer, particularly when other symptoms of ulcer are 
present, should be treated by operation as an elective 
procedure during an interval when the patient is not 
suffering from the effects of loss of blood. This group 
of patients does not present a particularly serious 
problem and will not be discussed further. 

Gross hemorrhage from peptic ulcer which may 
require an emergency operation to save life presents 
a particularly perplexing problem mainly because 
of the difficulty associated with the differentiation 
between those patients whose hemorrhage is likely 
to prove fatal if unchecked by surgery, and those in 
whom it will cease under proper conservative meas- 


* Read as a part of the panel discussion of diseases of the 
stomach before the section on General Medicine at the 76th 
Annual Session of the California Medical Association in 
Los Angeles, April 30-May 3, 1947. 

From the Department of Surgery at Stanford University 
Hospital and the Stanford Surgical Service at the San 
Francisco Hospital, Unit of the San Francisco City and 
County Department of Health. 


ures. Moreover, the clinical picture presented often 
leaves one in grave doubt as to the source of hemor- 
rhage. Patients present themselves to the physician 
in all stages of reaction to hemorrhage and often 
bleed to death before obtaining medical aid.? Ob- 
viously, every effort should be made to arrive at a 
proper clinical diagnosis before operation is con- 
templated but since gross hemorrhage is not infre- 
quently the first and only symptom, the history may 
be no aid in the diagnosis; and such measures as 
gastroscopy and roentgen examination are often out 
of the question because of the serious condition of 
the patient. 

How, then, are such patients to be handled? We 
have come to consider any patient entering our serv- 
ice, who is suffering from gross hemorrhage from 
the upper gastro-intestinal tract a potential candidate 
for emergency surgery. He is followed jointly from 
the time of entry by an experienced internist and a 
surgeon capable of carrying out an emergency opera- 
tive procedure, if such seems indicated. 

Unfortunately, there are no definite criteria upon 
which one can base a fatal prognosis in any given 
patient. However, it appears logical by careful ob- 
servation of their clinical course under appropriate 
treatment, to attempt to differentiate patients whose 
hemorrhage is likely to prove fatal and those whose 
hemorrhage is likely to cease spontaneously. Such 
patients are kept at complete bed rest under mod- 
erate doses of morphine. Food and liquids by mouth 
are withheld and blood is given in adequate amounts 
by the slow drip method. An hour by hour check 
is made of the blood pressure, pulse rate, respiration 
and hemoglobin. If the patient does not improve or 
if he improves and then shows evidence of repeated 
hemorrhage under such treatment, he should be con- 
sidered a subject for early operation. Other factors 
of major importance in considering the indications 
for immediate surgery are: 
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1. Age of Patient: 


In patients under 45 years of age, death seldom 
occurs from a single hemorrhage and the danger to 
life even of repeated massive hemorrhage is less than 
1 per cent. Seldom does a patient in this age group 
require an emergency operation. After the age of 
45, death from hemorrhage increases rapidly. Fig- 
ures from various clinics substantiate this state- 
ment.!:5: 11,12 


2. Severity of Hemorrhage: 


In gross hemorrhage requiring an emergency 
operation there is vomiting of bright red or dark 
blood, or grossly bloody or tarry stools, accompanied 
by anemia sufficient to cause weakness, pallor, 
dyspnea, rapid pulse and a marked fall in blood 
pressure. In estimating the extent of hemorrhage, 
one is guided best in the early stages by the blood 
pressure and pulse rate. A persistently low blood 
pressure and a rapid pulse usually mean continued 
bleeding. 


3. Arteriosclerosis: 


The existence of generalized arteriosclerosis in a 
bleeding patient is a good indication that bleeding 
will continue. Autopsy studies from various reported 
series emphasize the frequent finding of an extensive 
generalized arteriosclerosis in patients who have bled 
to death as the result of erosion of a large vessel in 


the base of a peptic ulcer.*:>-%. 11,12 


4. Number of Hemorrhages: 


Although a single fatal hemorrhage is not infre- 
quently the cause of death in peptic ulcer, repeated 
severe hemorrhages in elderly patients should be of 
particular concern to the physician. 


5. Location of Lesion: 


Often it is impossible to localize the lesion during 
the active stage of bleeding. If, however, previous 
studies have revealed the type and location of the 
ulcer, it should be remembered that the location of 
the ulcer with reference to immediately adjacent 
large arteries is the determining factor in the serious- 
ness of or fatality from hemorrhage. Fatal hemor- 
rhage usually occurs from erosion of a posterior 
duodenal ulcer into the pancreatico-duodenal artery 
or a gastric ulcer on the lesser curvature eroding 
into a large branch of the right or left gastric 
artery."? 


6. Associated Disease: 


Patients suffering with chronic debilitating disease 
in addition to a bleeding peptic ulcer are less apt to 
survive severe hemorrhage than otherwise healthy 
patients. 

The most frequent cause of serious bleeding into 
the upper gastro-intestinal tract which may be con- 
fused with bleeding peptic ulcer is the rupture of 
esophageal varices which are secondary to cirrhosis 
of the liver or portal hypertension. Other common 
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causes are diffuse gastritis, bleeding carcinoma or 
benign tumor, hemorrhagic disease and aneurysm 
eroding into the esophagus or duodenum. A careful 
history, physical examination and proper laboratory 
studies will often serve to rule out such possibilities. 
On the other hand a gross hemorrhage may oc- 
casionally be of such serious nature that immediate 
operation is imperative and it may become necessary 
to undertake exploration without an accurate diag- 
nosis. In such circumstances, certain patients will 
prove not to have an ulcer and others might have 
survived the initial hemorrhage without operation, 
but it is both difficult and hazardous to predict the 
outcome. Necessarily, therefore, operation may oc- 
casionally be performed in the absence of ulcer or 
upon patients who might have survived without 
operation. 

The question of when to operate in this group of 
patients is also a question of considerable debate. 
Most surgeons who have had extensive experience 
with such patients agree that early operation, within 
24 to 48 hours after the onset of hemorrhage, will 
save the most lives. Most mortality statistics sub- 
stantiate this point of view.* © 

When early operation has been decided upon, the 
most important factor in a favorable outcome is an 
unlimited quantity of blood for transfusion. The ad- 
ministration of blood should be continuous, before, 
during and after operation until a proper blood 
volume has been obtained and maintained. The first 
undertaking at operation should be the exposure of 
the bleeding ulcer and the immediate control of 
hemorrhage by direct pressure. It is often remark- 
able how rapidly the patient’s general condition will 
improve with blood transfusion once the hemorrhage 
has been controlled. 


The type of procedure to be undertaken at opera- 
tion is naturally dependent upon a number of factors 
such as the location of the ulcer, the type of ulcer, 
and the age and condition of the patient. It should 
be emphasized, however, that often the poor risk 
patient is no longer a poor risk once the hemorrhage 
has been controlled. Temporary procedures simply 
to control hemorrhage should not be carried out in 
such circumstances. In our experience, palliative 
procedures such as ligature of vessels leading to an 
ulcer, simple gastro-enterostomy, or placing of liga- 
tures in the friable ulcer bed usually fail either be- 
cause of loss of blood on the operating table or 
secondary necrosis and subsequent hemorrhage. In 
most instances we have been able to carry out a 
subtotal gastric resection without serious risk to the 
patient.® 


The immediate postoperative treatment of these 
patients is of paramount importance. The very nature 
of the disease makes them poor operative risks and 
candidates for serious postoperative complications. 
Because of profound anemia whole blood trans- 
fusions are necessary before, during and following 
operation. Because of the number of transfusions 
usually necessary, it is important to watch the Rh 
factor carefully to prevent severe transfusion re- 
actions. 
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Hypoproteinemia is common and necessitates not 
only frequent estimations of total plasma proteins 
but also of the component albumin and globulin 
ratio. A reversal of the albumin-globulin ratio in- 
creases the likelihood of transfusion reaction. The 
establishment of a normal plasma protein level is 
imperative, also, to insure proper wound healing and 
to prevent infection. This is best accomplished by 
the early administration of amino-acids and plasma 
by vein. Early postoperative ingestion of protein and 
carbohydrates by mouth is indicated. Feeding by 
mouth can be safely started as soon as normal peri- 
stalsis in the gastro-intestinal tract is reestablished. 


The infusion of 5 per cent dextrose in addition to 
blood transfusions is necessary to maintain proper 
fluid balance. A fluid intake of 3 liters daily is suf- 
ficient and should be administered slowly to prevent 
overloading the heart. Vitamins K and C deficiencies 
are common and should be corrected preoperatively 
when possible and routinely in the immediate post- 
operative period. 


SUMMARY 


The surgical management of bleeding peptic ulcer 
is applicable to two major complications: (1) 
Chronic persistent bleeding not controlled by con- 
servative medical management, and (2) massive 
hemorrhage of such proportion to be an immediate 
threat to life. Patients in the first group are operated 
upon in an interval when the bleeding has been 
controlled and the patient is not suffering from the 
effects of loss of blood, while patients in the second 
group constitute an acute surgical emergency and 
should be operated upon within 24 to 48 hours. 


The most consistent criteria to differentiate pa- 
tients with fatal and non-fatal types of hemorrhage 
are failure to respond promptly to bed rest, mor- 
phine, withholding of food by mouth and, adequate 
blood transfusions or the recurrence of hemorrhage 
while on a strict regimen. Other factors influencing 
the indication for immediate operation are: (1) age 
of patient, (2) severity of hemorrhage, (3) coexistant 
arteriosclerosis, (4) number of hemorrhages, (5) 
location of lesion, and (6) associated disease. 


Other lesions causing serious upper gastro-intes- 
tinal hemorrhage commonly confused with bleeding 
from a peptic ulcer are esophageal varices, diffuse 
gastritis, carcinoma or benign tumor, hemorrhagic 
disease, or aneurysm eroding into the esophagus or 
duodenum. 


Large amounts of blood administered before, dur- 
ing and after operation are of great value in the 
surgical management of acute hemorrhage. 


The type of operation to be performed is depend- 
ent upon the age and general condition of the patient 
as well as the type and location of the ulcer. Prefer- 
ably a subtotal gastric resection is performed. Less 
extensive procedures often result in recurrent and 
fatal hemorrhage. 

Postoperative treatment is most important and in- 
cludes the administration of blood, fluids, amino- 
acids, penicillin, sulfonamides and vitamins. 


SURGICAL TREATMENT OF BLEEDING PEPTIC ULCER 


QUESTIONS AND ANSWERS 


Dr. MatHewson: The first question: “What is your opinion 
of the use of continued feedings in gastric hemorrhage? 
(Muelengracht regime? ) .” 

I think probably you are all familiar with Muelengracht’s 
work. He recommends early feeding in bleeding peptic ulcer 
and has good figures to substantiate the success he has had 
with that treatment. 

The difficulty in evaluating the Muelengracht regime is 
its lack of specific reference to any patient bleeding to death. 
If you study his mortality statistics, you will find that he 
has less than 2 per cent mortality from bleeding ulcers. That 
naturally encompasses all patients bleeding from peptic 
ulcer. If you are fortunate enough to have all your bleeders 
in patients under 45 years of age, no matter how you treat 
them, in all probability your percentage of patients who 
bleed to death will be small. I doubt very much that you 
can attribute your success to the type of treatment in that 
group of patients. Once the patient passes the age of 45 
or 50, the possibility of bleeding to death increases very, 
very rapidly indeed, and, as I mentioned before, the per- 
centages vary from 15 to 30 per cent. 

If you are dealing with patients who have a possibility 
of one in every three dying of massive hemorrhage, then you 
have a very serious problem on your hands, and you must 
do something about it immediately. Our feeling has been 
that death is a possibility in all patients over 45 years of 
age who are quite exsanguinated when they come into the 
hospital. 

Now, mind you, I pointed out that we must divide these 
patients into two very distinct groups. All ulcers, in my 
opinion, bleed at one time or another. They may bleed very 
moderately, they may bleed more extensively, or they may 
bleed fatally. I believe that those patients who have mod- 
erate bleeding are best treated under proper conservative 
medical management. That is, put to bed, put on the proper 
diet, and, if you wish, put on moderate feeding in the early 
stages of bleeding. 

However, when the patient presents himself in an ex- 
sanguinated stage, he is an entirely different problem. Our 
experience at the San Francisco Hospital has shown that 
it is often dangerous to feed such patients early. 

The reason I say that is that we have treated some of the 
patients by Muelengracht’s diet during the period of ex- 
cessive gastric hemorrhage, and have had some deaths in 
that group. 

If the patient presents himself exsanguinated, has no his- 
tory of previous ulcer, and has no demonstrable signs of other 
disease, he has been treated on the assumption that he is 
bleeding from peptic ulcer, on the basis that 90 per cent of 
the patients bleeding from the stomach are bleeding from a 
chronic ulcer. 

In the past we have hoped to get some diagnostic informa- 
tion by the early administration of barium. We have had 
patients who have bled to death immediately following the 
administration of barium. I think it is equally dangerous to 
place food or barium in the stomach of a patient who is 
bleeding excessively. 

The next question: “Have oral hemostatics been of any 
help in control of gastric hemorrhages?” 

In my experience, no. 

Next question: “How can bleeding from diffuse esophagitis 
or esophageal ulcer be controlled?” 

In our experience massive hemorrhage from lesions in the 
esophagus is often difficult to diagnose. However, if the 
patient has a history of cirrhosis of the liver, and is bleed- 
ing, he is best treated by conservative medical management. 
In our experience fatal bleeding is less apt to occur than 
in those patients who have chronic duodenal ulcer. 
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Question: “When should transfusion of whole blood cells 
be given for bleeding ulcer?” 

It is my feeling, and I believe the feeling of most clinicians 
who have access to large quantities of blood through a blood 
bank, that the best treatment for massive hemorrhage is 
transfusion. There is some evidence to the effect that rapid 
transfusions may cause continued bleeding. We are inclined 
to disbelieve this. We feel that all patients who have had 
massive hemorrhage, and are suffering from exsanguination, 
should have transfusions of blood immediately. Blood trans- 
fusions should be continued until the blood volume has 
reached a normal level, until bleeding has stopped, either 
spontaneously, or following operation. 

Question: “During the period of observation of a patient 
with massive hemorrhage, do you transfuse?” 

I think I just answered that question. Yes. 

Question: “What is the technique of closure of opening 
of duodenum to apply pressure on the pancreas?” 

Generally speaking, if a duodenal ulcer is found at opera- 
tion, and bleeding is controlled temporarily by pressure, a 
subtotal gastric resection is done. It is not necessary to close 
the ulcer of the duodenum. If the duodenal ulcer is fixed 
to the pancreas it is best to resect the duodenum from the 
margins of the ulcer and leave the ulcer in place. The vessel 
leading to the ulcer must be tied. 

Occasionally the ulcer is far enough distal in the duodenum 
so that it cannot be closed without jeopardizing the bile 
duct. In that case it is best to leave the ulcer in the duod- 
enal stump, and do a so-called “exclusion” operation. In 
our experience, if an exclusion operation is performed and 
the pyloric mucosa is intact, marginal ulcer is a frequent 
complication. It is‘desirable to remove the pyloris mucosa, 
leave the ulcer intact, close the duodenum proximal to the 
ulcer, and do a gastric resection. I think that in the ex- 
perience of most surgeons such a procedure has given the 
best results. 

Question: “How would you treat a patient 60 years of 
age, with a penetrating partially obstructing ulcer of many 
years’ duration? He had several episodes of severe bleeding 
for seven years. He had been emptying his stomach nightly 
with a tube. He ate one-third of a box of soda daily. Seen 
by me 12 hours after onset of bleeding, at the end of 48 
hours’ conservative treatment with 3,000 cc. of blood, he was 
still bleeding and losing ground rapidly. He had a carbon 
dioxide combining power of over 100 and blood chlorides 
of 350.” 

I think the whole purpose of my presentation here was to 
tell you that a patient with that history in all likelihood is 
bleeding from a chronic duodenal ulcer, that in all likeli- 
hood he will continue to bleed, and bleed to death unless 
he is operated upon. 
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I would like to answer one question I have asked myself, 
and that is, is vagotomy the proper treatment for bleeding 
duodenal ulcer? 

I can say that in chronic duodenal ulcers, penetrating into 
the pancreas, in all likelihood the pancreatico-duodenal 
artery is involved. In such cases vagotomy is dangerous be- 
cause these are large ulcers, and, due to their size and the 
amount of scar tissue present, do not have the ability to 
contract and heal. We have seen one such patient bleed to 
death five weeks after a successful vagotomy—that is, after 
a vagotomy which produced the proper physiological effect. 
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Certain Roentgen Manifestations of Gastric Lesions* 


R. A. Carter, M.D., and J. E. Vickers, M.D., Los Angeles 


[? is attempted here to review certain features of the 
roentgenologic aspects of gastric disease, starting 
from rather broadly defined manifestations, con- 
sidering lesions which might produce them, and cir- 
cumstances in which diagnosis may remain obscure. 
Differentiations of types of lesions usually are pos- 
sible in the majority of cases. At times lesions are 
not roentgenologically distinctive. The limitations of 
this method of examination must be recognized. 

The literature contains practically all that might 
be said on the subject. Roentgen examinations have 
been made more elaborate and have been improved 
by mucosal relief studies and other refinements. 
Gastroscopy has become more freely available, 
though not yet to the extent that is desirable. 

Recent correlations of roentgenologic, gastro- 
scopic, surgical and pathologic findings indicate that 
the conclusions of the gastroscopist and/or the 
roentgenologist may be incorrect. The surgeon at 
operation may be dependent upon the histologic 
findings for the correct diagnosis. Since the possibil- 
ity of gastric carcinoma is to be considered in so 
many cases, and since after many years sufficient 
progress has not been made in recognizing it use- 
fully early, the problem requires continual reconsid- 
eration. 

The niche, excluding its incidental simulants, in- 
dicates ulcer. A question most insistently asked of 
the radiologist is whether the ulcer is benign or 
malignant. 

The niche of typical benign ulcer has one of the 
most “characteristic” appearances encountered in 
gastro-intestinal roentgenology. The smooth mar- 
gined protrusion from a usually broader base, ending 
in a rounded, flat or bluntly conical floor and the 
apparent projection of the niche beyond the confines 
of the stomach are classical. (Figure 1.) There may 
be marginal encroachment by inflammatory thick- 
ening of the gastric wall or radiating folds of scarred 
contraction. 

Although it is well known that any such ulcer may 
be carcinomatous, so many of these are seen to dis- 
appear promptly on serial studies during medical 
ulcer management, that it is difficult to avoid the 
temptation to report them as benign. The radiologist 
may report them as having no roentgenologic criteria 
of malignancy, but this fact does not exclude car- 
cinoma. This is superfluous warning to the surgeon 
and gastro-enterologist, but not to the physician who 
encounters ulcers incidentally in a busy, varied 
practice. 


* Read as a part of the panel discussion of diseases of the 
stomach before the section on General Medicine at the 76th 
Annual Session of the California Medical Association in Los 
Angeles, April 30-May 3, 1947. 


Gastroscopy may serve a useful purpose to rule out 
malignancy not evident to the radiologist. Before 
healing is considered to be complete, disappear- 
ance of the lesion should be established by both 
methods if possible. Ulcer may disappear to roentgen 
observation before it does to gastroscopic observa- 
tion. Schindler has decried the use of the trial of 
healing.® There have been warnings that carcinom- 
atous ulcers may diminish or apparently disappear 
under a medical ulcer regime. Because of the possi- 
bility that a niche may not be apparent on a single 
roentgen examination, persistent disappearance of 
the lesion must be established. 


Criteria of malignancy of ulcer are more reliable 
than those of benignity. The meniscus sign, properly 
understood, appears almost pathognomonic. Kirk- 
lin ® was incited to review the situation because of 
confusion on the subject. A basal collar of neoplastic 
tumefaction produces the negative shadow meniscus, 
when seen tangentially, or a “halo” when seen en 
face. Equally important as a sign indicating malig- 
nancy, the niche itself must remain within the 
projected outline of the stomach. (Figure 2.) 

Raggedness of walls and floor of the ulcer and 
irregular tumefaction about it point to malignancy, 
though occasionally these signs will fail. 

Prepyloric location of an ulcer is reason for added 
suspicion of malignancy. Exceptional size has be- 
come somewhat discredited as an indication of 
malignancy. It is fair, however, to view the large 


Figure 1.—Classical benign ulcer with radiating gastric 
folds. 
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ulcer with added suspicion. Ulcers on the greater 
curvature are usually carcinomatous, but may prove 
to be benign in spite of exceptionally ragged out- 
lines. 


One type of niche occurs in the center of tumors 
such as leiomyosarcoma or fibrosarcoma. These 
lesions usually produce a spheroidal tumor not mate- 
rially deforming the adjacent stomach or impeding 


Figure 2.—Ulcerative carcinoma. Partial meniscus sign 
lacking the negative shadow because of marked surround- 
ing tumefaction but revealing the indispensable part that 
the floor of the ulcer lies within the projected contour of 
the stomach. The niche itself has the classical appearance 
of benign ulcer. 


Figure 3.—Leiomyosarcoma, the main neoplastic mass 
giving the appearance of extragastric pressure. The central 
niche projects amid intact rugae, resembling benign ulcer. 
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its peristalsis. The mass may grow externally and 
not encroach upon the stomach or do so only by an 
appearance of extragastric pressure, leaving intact 
rugae so that the central ulcer resembles a benign 
peptic one. (Figure 3.) 

Isolated spheroidal lesions usually appear as nega- 
tive shadows in a region of the stomach, otherwise 
unmodified as to contour, mucosal pattern, or per- 
istaltic activity. These are usually benign tumors or 
polyps, although their present or eventual benignity 
is always a matter of doubt. (Figure 4.) Irregularity 
of contour of the mass or changes in the adjacent 
gastric wall are points for malignancy, as is a niche 
or button of central necrosis. 

A multilobular deformity may be due to polyposis, 
carcinoma or sarcoma, particularly lymphosarcoma. 
Swollen, stiffened rugae of gastritis may give this 
appearance. The deformities of carcinoma are ir- 
regular and there is much stiffening of the stomach. 
Peristalsis is either absent or grossly impaired. Local 
lesions are seen which cannot be diagnosed prior to 
operation or to biopsy. Lymphosarcoma or reticulum 
cell sarcoma are not usually distinguishable from 
carcinoma but are apt to have greater flexibility. 

The classical cobble-stone appearance of polyposis 
en nappe may be given by gastritis which subsides 
completely so that at later autopsy the stomach ap- 
pears entirely normal. 

Rugal enlargement and distortion may be local or 
generalized and present several diagnostic possibil- 
ities. General rugal enlargement as an indication of 
hypertrophic gastritis has been much discredited by 
gastroscopy. Coarse rugae seen by the radiologist 
may, on gastroscopic observation, be found to repre- 
sent no recognizable disease or may, in fact, be 
associated with atrophic gastritis. Nevertheless they 


Figure 4.—Leiomyoma, spheroidal mass not impairing 
peristalsis, rugal pattern or gastric contour. 
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may represent gastritis. The rugae seen by the gas- 
troscopist may be very different from those seen by 
the radiologist, since the two methods display them 
under different conditions of gastric distention. 

Lymphosarcoma may spread submucously, pro- 
ducing an enlarged distorted rugal pattern with 
preservation of peristalsis and flexibility. 

Multiple polyposis may present either a lobulate 
or rugose appearance or a combination of them. 

Gastric retention may vary from a minor delay in 
emptying to that of true obstruction. The latter con- 
dition is represented by practically complete pro- 
longed retention and dilation of the stomach. 

The most frequent causes are duodenal ulcer, with 
scarring and stenosis, and carcinoma involving the 
pylorus. Pyloric and prepyloric spasm alone are in- 
frequently sufficiently intense and persistent to cause 
true obstruction. Adhesions about the duodenum and 
pylorus have caused it. In one instance a minute 
ulcerated leiomyoma at the pylorus caused it, appar- 
ently by combined partial obstruction and intense 
spasm. 

The cause of obstruction is frequently difficult to 
identify roentgenologically. Pyloric carcinoma may 
leave no recognizable defect. Sufficient barium may 
not enter the duodenum to outline ulcer. A thorough 
lavage campaign to clear the stomach and to reestab- 
lish better tonus are essential for useful study. Suc- 
cessful lavage may be difficult because of combined 
food and secretion and requires persistence. 

The. majority of instances of gastric retention are 
partial and result from an impairment of the active 
emptying mechanism, not truly obstructive. They 
frequently occur when the immediate emptying is 
rapid. Causes are numerous, in and out of the gastro- 
intestinal tract. They include peptic ulcer, with or 
without frank pylorospasm; gastric carcinoma with- 
out obstruction; gastro-enterostomy, even when there 
is an adequate stoma; asthenia, and numerous reflex 
conditions. 

Cole * contended that the duodenum was the pace- 
maker of gastric evacuation. Gershon-Cohen?* re- 
cently has drawn similar more detailed conclusions 
from experimental study. Non-obstructive retentions 
call for renewed vigilance in gastro-intestinal exam- 
ination but are not of great differential value. Proper 
respiratory excursion has a role in gastric emptying.’ 
Paralysis of the left diaphragm may be associated 
with retention. 

Prepyloric deformities are so frequent and con- 
fusing that they should be considered separately. 
These have been discussed regionally by Camp,” 
Stone and Ruggles,'° Golden,* and by most texts on 
gastro-intestinal roentgenology.® " 

Causes for these deformities include ulcer with or 
without a frank niche, gastritis, spasm, benign tumor, 
polyposus, lymphosarcoma, and extrinsic pressure. 

Whatever the type of these deformities differential 
points with regard to them include preservation, im- 
pairment or absence of peristalsis, rugal pattern and 
flexibility; presence or absence of palpable mass, and 
association with a normal or deformed duodenal 


bulb. 
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Gastric carcinoma in this region conventionally 
results in inflexibility, loss of mucosal pattern and 
of peristalsis and the presence of palpable mass, so 
that these associated findings, regardless of the type 
of deformity, usually make the diagnosis. With devia- 
tion from this, other diagnoses are to be considered, 
though carcinoma is not necessarily excluded. 


The prepyloric annular deformity may be due to 
carcinoma, ulcer, spasm, gastritis, extrinsic pressure 
or syphilis. Rugal markings within the annular zone 
are frequently used to exclude carcinoma. However, 
some mucosa may remain undestroyed*-* (Figure 
5). Further, the carcinoma may grow predominantly 
extra-gastrically, with some preservation of mucosal 


Figure 5.—Carcinoma with 


mucosal pattern. 


partial preservation of 


4 


Figure 6.—Carcinoma, the growth predominantly to the 
lesser curvature s de giving the appearance of extragastric 
pressure. Preservation of rugal pattern. 
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markings and an appearance of external pressure. 
(Figure 6.) Peristalsis may not be entirely obliter- 
ated, creating the impression of a benign lesion.® 


Contrariwise in the presence of antral gastritis, 
the gastric wall may be thickened and stiffened by 
edema and infiltration impairing flexibility, peristal- 
sis, and the mucosal relief. 


Intense prepyloric spasm alone may produce an- 
nular constriction so persistent and marked that the 
region appears stiffened, and no mucosal relief or 
peristalsis is observed. Reexamination after lavage 
and antispasmodics may reveal the temporary char- 
acter of the manifestation. The duodenum in such 
cases frequently reveals ulcer. 


The peculiarly smooth prepyloric constriction of 
syphilis produces a rather characteristic appearance. 
That disease is relatively infrequent, however, and 
the diagnosis should be made with reservation. 


A lobular encroachment upon the prepyloric lumen 
may be caused by polyps (Figure 7), benign tumors, 
carcinoma or rugal thickening of gastritis. In the 
presence of spasm, normal or nearly normal rugae 
in distorted arrangement may give a somewhat poly- 
poid appearance, which observation with palpation 
will usually clarify. Flexibility and peristalsis are 
usually well maintained. Carcinoma partially or com- 
pletely eliminates peristalsis and flexibility. Rugose 
types of gastritis may partially eliminate these also 
and may simulate carcinoma closely. Some medullary 
carcinomas may show surprising flexibility. Even 
tumors with preserved flexibility and peristalsis can- 
not be trusted to be or remain benign. Rugose en- 
largements which are highly flexible, particularly 
those which herniate through the pylorus with empty- 
ing peristaltic rush, are usually quite characteristic. 

Irregularity of the surface of polypoid masses as 
elsewhere suggests malignancy, as do residual flecks 
of barium at their surfaces. This, however, may occur 
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Figure 7.—Prepyloric multiple polyposus. 
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Figure 8.—Prepyloric gastritis and a shallow erosive 
ulcer. A plaque-like carcinoma 24 mm. diameter, 10 mm. 
thick overlaid by flattened but intact mucosa was in the 
body of the stomach. This might have escaped detection 
under most detailed examination but only by careful rugal 
study in this region could it have been recognized. The 
carcinoma is not evident on this film. 


also in superficial ulcers on the surface of the gastric 
walls thickened by gastritis. 


An eccentric relation of the narrowed prepylorus 
to the pylorus has varied causes. It may be due to 
eccentric ‘growth of neoplasm or to extrinsic pres- 
sure. (Figure 6.) In either case the encroachment 
may be from the greater or lesser curvature side. It 
may be associated with a frank niche of ulcer. 


The association of a frank niche to prepyloric de- 
formity usually narrows the field to benign or car- 
cinomatous ulcer. 


Prepyloric deformity of spastic or gastritic type 
cannot lightly be assumed to be the primary lesion 
present. Careful examination of the remainder of the 
stomach, where obscure peptic ulcer or carcinoma 
may be present, is called for. Undue concentration of 
attention upon this region may result in failure to 
recognize an important lesion elsewhere. (Figure 8.) 
There may always be multiple lesions. 


Deformity at the cardia may occur from carcinoma 
or from extragastric pressure. The rugal pattern in 
this region is particularly confused. A factor in this 
is the fact that frequently a significant length of the 
stomach lies beneath the diaphragm so that the pat- 
tern is one of multiple rugae projected tangentially 
one over another. Palpation is not available except 
indirectly. For this reason, ulcers in this region are 
particularly obscure. Carcinoma may produce frank 
intrusive mass or may result in diffuse constriction 
in which the rugal pattern persists at least partially. 
Observation of the shape and flexibility of the cardia 
by means of its air-bubble during respiration is of 
assistance. Kirklin has emphasized this and has also 
pointed out that the lesion may be suspected from 
a deformity of the stomach-bubble seen on roentgeno- 
grams of the chest. Extension of cardiac carcinoma 
into the distal end of the esophagus is common. 

The foregoing is a partial description of some of 
the limitations of gastric roentgenology, with em- 
phasis upon conditions in which findings are incon- 
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clusive. Means of decreasing this inconclusiveness 
need not be detailed here. They have been described 
and advocated by many authors. Painstaking and 
repeated examinations employing rugal and com- 
pression studies, observation in varied projections, 
often after lavage and antispasmodics, are indicated. 

Sharp increases in the manpower and time avail- 
able for such examinations are required. In high 
grade private practice of radiology and in strong 
university hospitals, such conditions are most nearly 
met. The radiologist cannot at the same time con- 
centrate on examining the greatest possible number 
of cases and upon giving each the maximum of 
thoughtful attention. These two requirements are 
mutually exclusive. 


Well trained radiologists are on the whole capable 
of performing the type of examination needed. 
Whether they will actually do so will depend upon 
whether a sufficient number of them are so employed, 
with adequate technical support and equipment. 


The radiologist, having gone as far as possible, is 
then obligated to present and evaluate his evidence 
somewhat conservatively, drawing the warranted 
conclusions but not permitting his desire to make a 
definitive diagnosis to lead him to press his evidence 
to more definite conclusions than it actually supports. 


Recognition of true early gastric carcinoma is a 
separate problem. It has been well stated by Abra- 
hamson and Hinton? as the problem of recognizing 
presymptomatic cancer. This calls for laboriously 
done examinations on a mass survey plan and re- 
quires provision for far greater manpower and facil- 
ities than are now available, if there is to be a 
significant effect on the prognosis of cancer of the 
stomach. 

1200 North State Street. 


QUESTIONS AND ANSWERS 


Dr. Carter: “What is the present status of clinical diag- 
nosis of duodenitis, including x-ray findings?” 
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Insufficient numbers of casés come to pathologic proof 
to erect a clear clinical syndrome. One can assume there 
are rather non-specific symptoms such as might occur from 
gastro-intestinal disorders generally, particularly peptic ulcer. 


Roentgenologically, Kirklin has described duodenitis 
critically and well. He has described changeable distortions 
of the duodenal bulb which were the crucial manifestation 
in duodenitis in contrast to the constant distortions of 
duodenal ulcer. His cases were pathologically proved by 
cellular infiltration in the duodenal walls. This was so 
critically done that he accepted only a limited number of 
cases as proved. Duodenitis is not used too freely as a 
diagnosis. Hypermotility and rapid emptying of the bulb 
can be responsible for erroneous diagnoses of duodenitis. 
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Psychosomatic Considerations of Gastric Disease* 


Meyer A. ZeE.ics, M.D., San Francisco 


T HAT the program committee should see fit to ask 
a psychiatrist to participate in this symposium on 
stomach diseases is in itself heartening proof that 
present-day medical thinking on this subject is under- 
going considerable mellowing. Or, have we just come 
to our wits’ end in regard to the management of re- 
current peptic ulcer so that we are now willing to 
listen to the less tangible (but I hope not less practi- 
cal) psychiatric concepts concerning the disorders of 
gastric function? 


As has so often been the practice, the psychiatrist 
is usually the last consultant to be called in when all 
the physical avenues of investigation and treatment 
have been pursued without permanent benefit, and 
the patient is, as a consequence, regarded as more or 
less “neurotic.” There is no doubt that many indi- 
viduals with chronic, recurrent stomach disorders are 
in a sense “neurotic,” but let us examine the nature 
of their nervousness with a little more precision than 
is usually accorded such cases in routine clinical 
investigation. I should like, at the outset of this dis- 
cussion, to point out that the psychosomatic approach 
to disease does not mean that one should study the 
“soma” any less, but rather study the “psyche” more. 


It has been known for many years that emotional 
disturbances may bring about alterations in digestive 
function. Over a hundred years ago Beaumont® in 
his well known report of Alex St. Martin, a patient 
who lived with a gastric fistula until the age of 78, 
gave us our first important facts regarding the physi- 
ology of the stomach. Beaumont’s interests were 
concerned mainly with the chemistry of gastric juice. 
Many years later, Pavlov,” the Russian physiologist, 
used the fistula technique in the study of gastric 
physiology in dogs, and showed experimentally the 
relationship between environmental situations and 
prolonged alterations in gastric function. Then came 
the important contributions of Cannon,‘ whose ex- 
perimental studies demonstrated the effect which 
specific emotional factors, such as anger or fear, 
have on gastric function. Cannon contributed, more 
than anyone else, to present-day thinking on this 
subject and his ideas have provided us with a new 
approach in the field of gastro-enterology. 


In light of present knowledge of psychodynamic 
mechanisms, we can no longer dismiss with the anti- 
quated expression “nervous indigestion,” patients 
who suffer with chronic gastric disorder. Those of us 
who during the war had an opportunity to observe 
soldiers before they went into combat, know well that 
empty feeling in the pit of the stomach, or the nausea 


*Read as a part of the panel discussion of diseases of the 
stomach before the section on General Medicine at the 76th 
Annual Session of the California Medical Association in Los 
Angeles, April 30-May 3, 1947. 


and vomiting which accompanies the fear in such 
situations. This is no less true in civilian life, where 
the business man suffers from indigestion or anorexia 
during important conferences or when threatened 
with financial loss. In the home, the nervous house- 
wife develops indigestion or constipation when wor- 
ried over her children’s illnesses or the thought of 
spring housecleaning. And even the child himself 
who is not getting along well with his teacher may 
have an attack of vomiting some morning just as he 
is about to leave for school. The stomach has, there- 
fore, been referred to by many as the “sounding 
board of the emotions.” 

Despite the fact that this relationship between the 
emotional state and the stomach is so well known, it 
is remarkable what scant attention has been afforded 
this matter in the actual handling of gastric disorders 
by many practitioners and gastro-enterologists. In- 
adequate evaluation is made of the patient’s person- 
ality and of the life situation in which the symptoms 
occur. The general practitioner does not have time 
for adequate investigation of the life situation. Plac- 
ing the patient on the traditional ulcer diet and 
giving him a prescription for an antacid powder is 
quicker. Even though most doctors are cognizant 
that there is a large nervous element present. they 
often look upon this feature as secondary and as a 
consequence of the physical disorder. As Weiss and 
English ° have emphasized “the average general prac- 
titioner accepts psychogenesis only abstractly and 
with vague understanding of the nature of mental 
mechanisms and the part they play in illness. He 
somehow feels that psychic factors in illness are not 
on the same scientific level with such procedures as 
gastric analyses, x-ray studies, etc.” 

In other words, it is well understood by many 
physicians and patients, too, that emotions may be a 
force that will produce disturbances in various parts 
of the gastro-intestinal tract, but beyond paying lip 
service to this concept very little is done about it. 
Even though the patient himself realizes that nervous- 
ness is an important factor in causing his gastric 
symptoms, he, too, is trained to believe that physical 
measures, diet and medication will adequately pro- 
vide the answer to his problem. The general prac- 
titioner may even have a more subtle reason for 
pursuing his investigation along strict organic lines, 
for he may not know just exactly what he would do 
if the patient should request psychotherapy from him. 
Advice merely to avoid worry and strain and get 
plenty of rest, represents the extent of usual psycho- 
therapy. I hope, in this brief discussion, to be able 
to give you a little better understanding of the con- 
nection between emotional problems and gastro- 
intestinal illness and touch upon a few practical, as 
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well as theoretical points regarding the psychother- 
apy of such cases. 


DIAGNOSIS OF TYPE OF ULCER IMPORTANT 


Before any system of therapy is inaugurated, one 
should accurately determine the exact type of peptic 
ulcer which is present. For example, it is important 
to distinguish between acute and chronic gastric 
ulcer. Even most competent internists and roentgen- 
ologists often cannot differentiate between a benign 
and malignant chronic gastric ulcer in questionable 
cases. The final diagnosis often rests on microscopic 
evidence. Until definite diagnosis between benign 
and malignant gastric ulcer can be made, the surgical 
approach is preferable to any conservative treatment, 
medical or psychotherapeutic. This does not apply, 
of course, to the management of simple, early un- 
complicated gastric ulcers so frequently seen in 
young persons; such cases may therapeutically be 
placed in the same category as duodenal ulcer. 

The problem of duodenal ulcer may, in general, be 
viewed more optimistically than gastric ulcer but 
even here, when the duodenal ulcer penetrates be- 
neath the mucosa and becomes indolent and re- 
fractory to medical management, psychotherapy 
obviously does not provide an appropriate answer. 
The patients may have to be treated surgically first, 
and afterwards may be handled psychotherapeuti- 
cally in hope of preventing the recurrence of ulcer. 

Now let us consider some personality and emo- 
tional factors in ulcer patients. What kind of a 
person develops an ulcer? 

Constitutionally, he has been described as a usually 
slender individual, with a narrow intercostal angle, 
a scaphoid abdomen, low-normal blood pressure, 
low-normal basal metabolic rate, hyperactive reflexes 
and an unstable autonomic nervous system. 

Psychologically, the ulcer patient fits into a fairly 
constant pattern. He is a rather special type of indi- 
vidual from the point of view of his personality 
make-up. Almost invariably he is found to be a tense, 
enthusiastic, conscientious and more or less perfec- 
tionistic individual. 

Alvarez? in his vast writings on this subject has 
repeatedly emphasized this personality pattern in 
relation to ulcer formation. Alvarez originally called 
attention to a certain type of individual who is par- 
ticularly prone to develop peptic ulcer and described 
him as a keen, nervous, active, hard-living person, 
upon whom surgeons are reluctant to operate be- 
cause of the danger of recurrence of ulcer. Alvarez 
felt that arterial spasm may be the mechanism which 
links emotions and ulcer formation and after much 
study of this problem concluded that most ulcers 
are due basically to emotional factors and increased 
nervous tension. He has gone far beyond the usual 
formulation which takes into account only the physi- 
cal and clinical data concerning the patient. In more 
recent contributions Alexander’ has defined the 
“gastric type” of individual along similar lines and 
described him also as overly-independent, active and 
conscientious. 

I have stated that the stomach has been called 
ithe “‘sounding board of the emotions.” This is 
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understandable since it is so richly supplied with 
autonomic nerve fibres, both sympathetic and para- 
sympathetic, which connect cortical and subcortical 
centers with the viscera. These neural pathways 
mediate the earliest infantile emotional responses, 
inasmuch as the pleasures of being fed are psycho- 
logically retained in the mind and stored there as 
unconscious memories. Later in life, and without 
awareness on the part of the individual, impluses 
may be sent out by way of the autonomic nervous 
system from cortical, subcortical, and hypothalamic 
centers which follow the same infantile pattern. And 
since no other bodily function has played such an 
important role in the emotional life of the individual 
from infancy as has eating, the problem of peptic 
ulcer becomes extremely interesting when studied 
from this point of view. If psychodynamic factors in 
the life cycle of peptic ulcer are considered in this 
light, then the time-honored method of treatment 
may surely be improved. If, for example, hyperacid- 
ity is due to emotional stimuli descending from the 
cortex, psychological prevention of such stimuli from 
reaching the duodenal and gastric mucosa may be 
just as important as chemical neutralization of the 
acidity. 

It has long been appreciated that cortical influ- 
ences affect the physiological activity of the stomach. 
The early observations of Beaumont, recently brought 
up to date and beautifully demonstrated by Wolff * 
and his co-workers, show clearly the effect of the 
emotions on the vascular, vasomotor and secretory 
functions of the upper digestive tract. The importance 
of the mediation of abnormal nervous influences 
upon the stomach is also demonstrated by the relief 
obtained by ulcer patients from the use of belladonna 
or other antispasmodic drugs which affect the para- 
sympathetic nerve endings in the gastro-intestinal 
tract. The effect of surgical resection of the vagus 
nerve is further striking evidence of the influence of 
the autonomic nervous system upon gastric activity, 
and this procedure will be discussed in some of the 
following papers. 


TYPE OF EMOTIONAL NEED IN RELATION TO ULCER 


Not all of the great variety of stomach disorders 
which may arise from different kinds of emotional 
conflicts result in ulcer formation. But there is a 
rather specific and interesting correlation with cer- 
tain types of emotional needs and situations. The 
specific condition seems, in the present state of our 
knowledge, to be the frustrations of needs for mater- 
nal love—using the term in a broad sense. In order 
to treat these patients effectively, it is necessary, 
therefore, to familiarize one’s self with these emo- 
tional needs and to recognize the signs of their 
frustration. 


I use the term “maternal love” in a very broad 
sense to cover one’s needs for affection, emotional 
support, help from others. Everyone has these needs, 
though in varying amount. These may be expressed 
psychologically in direct or sublimated forms of 
gratification. Some people require their love in the 
form of direct human interest and affection, in sexual 
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or platonic form. Others crave a more sublimated 
expression such as the need for power, recognition 
or fame. In any event, the thought which I am trying 
to convey is that all these needs for adult comfort, 
love and pleasure are psychologically—because of 
early emotional patterns—associated with the in- 
fant’s emotional response to feeding. In such indi- 
viduals, when these basic needs are frustrated, so 
inseparable have they become from the physiological 
action of the stomach, that they automatically stimu- 
late gastric contractions and secretions which, when 
sufficiently intense and prolonged, may lead to ulcer 
formation. 

Please do not misconstrue what I have said here 
to mean that the phenomena of duodenal ulcer as 
an end result of a long series of tissue changes, can 
be explained psychologically. In other words, the 
ulcer itself has no psychological significance what- 
ever. What can be interpreted as a direct effect of 
psychological factors are the disturbances in secre- 
tions, motor activity and vascular supply of the 
stomach. 

We must realize that permanent cure of a peptic 
ulcer cannot be accomplished when unconscious emo- 
tional factors are operative, until these factors are 
psychologically evaluated and ultimately eradicated. 
The many recurrences of peptic ulcer may be ascrib- 
able to the failure of physicians to take these factors 
at face value. Symptomatic relief, whether obtained 
by medical or surgical means, is not enough. Psychi- 
atric management, particularly during the quiescent 
intervals of the ulcer, should be carried out in com- 
bination with proper medical management. It is only 
through the pooling of our efforts, somatic and 
psychologic, that we can hope to bring about a more 
permanent cure of this condition. 

Simply stated, the psychosomatic concept of ulcer 
formation may be summarized as follows: 

1. Emotional stimuli produce disturbed function. 


2. Disturbed function ultimately results in struc- 
tural changes. 


3. The symptomatic treatment of structural or 
pathologic change may be medical or surgical, but 
fundamental prevention depends on the normaliza- 
tion of the emotional status (psychotherapy). 


SUMMARY 


In summary, then, the treatment of the ulcer 
patient includes not only dietary measures and 
medications, but in addition careful attention to the 
psychologic needs of the individual. We must ac- 
quaint the patient with the fact that he is confronted 
with the problem of a chronic disease which has a 
frequent tendency to recur. We should not be satis- 
fied with mere treating of the acute ulcer but must 
direct over-all treatment to prevent relapse after the 
ulcer has healed. In order to protect against future 
recurrences, it is of fundamental importance to un- 
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derstand the psychological mechanisms and back- 
ground on which the ulcer appears. To do this we 
must treat the whole human being and not just the 
hole in his stomach. 

450 Sutter Street. 


QUESTIONS AND ANSWERS 


Dr. Zetics: The first question I have is: “How can a gen- 
eral practitioner treat a peptic ulcer psychogenically?” 

That is a pretty broad question. I shall try to answer it as 
briefly as I can. 


I would say that the first important thing in treating the 
peptic ulcer patient is, as Dr. Hoffman emphasizes, to take 
time and get a really good history, not just of the ulcer iself, 
but a history of the whole life situation of the patient, before 
and during the time in which the ulcer has occurred. In 
other words, obtain a psychosomatic history and. really get 
to know the patient. As Dr. Althausen has emphasized, oft- 
times relatively simple problems in the patient’s life will 
be uncovered, which you can solve yourself. If, however, you 
are faced with an individual with deep-seated psychoneurosis, 
then that patient, just as the surgical case is referred to the 
surgeon, should be referred to the psychiatrist for major 
psychotherapy. 

The next question is: “What is the relation of spastic 
colitis and peptic ulcer patient, especially in young men and 
women?” 

There is an interesting similarity between the personality 
patterns of patients with ulcer and those with spastic colitis. 
Psychologically, both represent types which are basically 
dependent. The conscious reaction to this basic (uncon- 
scious) dependency is a high degree of conscientiousness 
and a need to be overly-independent. It appears from the 
studies of Alexander that ulcer patients seem to have a 
greater need to “receive” whereas the patients with spastic 
colitis have a greater need to “give.” 


Question: “What is the relationship of the psychosomatic 
aspects of peptic ulcer and the higher incidence of recurrence 
in the spring and fall?” 

I am afraid I cannot answer that, I shall defer to any of 
the other speakers who may be informed on that point. 
... (No response). 

Moperator SNELL: The answer, I think, is that nobody 
knows. It does happen, and there is no valid explanation. 
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Medical Treatment versus Prevention of Peptic Ulcer* 


THEODORE L. ALTHAUSEN, M.D., San Francisco 


b ipee present handling of the problem of peptic 
ulcer is unsatisfactory. This is attested by the 
eagerness with which both physicians and victims of 
the disease greet the announcement of every newly 
proposed remedy. In order to avoid confusion and 
to appraise this problem in the proper perspective 
it is necessary to distinguish between the treatment 
of the individual acute ulcer episode and the meas- 
ures designed to combat the tendency to recurrent 
ulcers. 

The present methods for treatment of uncompli- 
cated ulcer as used in the leading clinics are effective 
in producing prompt relief and in healing the ulcer 
in a matter of weeks in over 90 per cent of the cases. 
For this reason there is no room for radical improve- 
ment so far as results of treatment in the individual 
attack of ulcer are concerned. When difficulties arise 
it is usually from failure to apply the well known 
methods of therapy on the part of the physician or 
from lack of cooperation on the part of the patient. 

The therapeutic research in peptic ulcer during the 
past two decades has dealt chiefly with new antacid 
remedies (magnesium trisilicate, aluminum hydrox- 
ide and phosphate, polyamine-formaldehyde resin) , 
with biological products which reduce gastric secre- 
tion (enterogastrone and urogastrone), with sub- 
stances which counteract peptic activity (saponins), 
and with substitutes of milk for frequent feedings 
(milk tablets, gelatin, amino-acids'). These efforts 
are very welcome because their results contribute to 
the more efficient therapy of some cases of ulcer that 
are “intractable” on the classical regimen and be- 
cause some of them obviate certain inconveniences of 
this regimen to patients during the early weeks of 
treatment. On the other hand, their importance is 
limited by the tacts that less than 10 per cent of un- 
complicated cases of peptic ulcer are “intractable” 
and that it is not inconvenience of the treatment that 
gives rise to the general dissatisfaction. It must be 
clearly understood that none of the old or new thera- 
peutic methods employed in medicine go beyond the 
treatment of the current ulcer episode, with the pos- 
sible exception of an as yet unidentified experimental 
substance contained in “enterogastrone-concentrate” 
described by Greengard, Atkinson, Grossman and 
Ivy. Surgical operations for treatment and preven- 
tion of peptic ulcer are discussed in another paper 
of this panel discussion. 

The classical ulcer treatment was originated by 


* Read as a part of the panel discussion of diseases of the 
stomach before the section on General Medicine at the 76th 
Annual Session of the California Medical Association in Los 
Angeles, April 30-May 3, 1947. 

From the Division of Medicine and the Gastro-intestinal 
Clinic of the University of California Medical School. 

+ Essentially predigested milk protein. 


Sippy in 1912. Three years later his first results were 
published, indicating successful healing of the ulcer 
in 85 per cent of cases. Since then various relatively 
unimportant modifications of this treatment have 
been introduced. The most significant of these is 
the use of insoluble or relatively insoluble antacids. 
The routine treatment of uncomplicated peptic ulcer 
at the University of California Gastro-intestinal 
Clinic is carried out under ambulatory conditions. 
During the first week the diet is limited to a milk 
and cream mixture taken every two hours with 
antacid powders one hour after the mixture. Sedative 
and antispasmodic medication is administered three 
times a day. During the second week this schedule is 
continued with the addition of certain foods only 
if complete relief from pain has been achieved during 
the first week. These additions consist of eggs, cot- 
tage cheese, white bread, potatoes, macaroni, rice, 
oatmeal and cream of wheat at meal times. Sugar, 
salt and butter are also allowed. During the first two 
weeks of treatment great emphasis is placed on the 
regularity of food intake and antacid medication 
(not more than five minutes before or after the 
hour). Beginning with the third week, cooked fruits 
and pureed vegetables are added and the punctuality 
of the schedule is relaxed. Gradual additions to the 
diet are made with less frequent administration of 
milk until, in the average case, the patient is on a 
general diet three months after beginning of treat- 
ment. All medication is carried out for at least four 
months and antacids are continued for at least six 
months from beginning of treatment. 

If complete relief from pain is not obtained during 
the first week, rest from work, bed rest at home or 
in the hospital, nocturnal intragastric drip of alumi- 
num hydroxide (Winkelstein), and psychotherapy 
are prescribed as dictated by circumstances. 

There is an unfortunate tendency among many 
physicians to think that the described or kindred 
modification of the Sippy diet are too strict to be 
practical for most of their patients with peptic ulcer. 
This is true even of some of those who had oppor- 
tunity to observe the excellent immediate results of 
this type of treatment in their senior year in medical 
school and during their internship. As a result com- 
promises are made going all the way to the vague 
advice to “drink a lot of milk” and the administration 
of antacids limited to three times a day. In the first 
place, such compromises increase the number of 
patients who fail to respond to medical therapy. 
These patients, are, therefore, labeled “intractable” 
and subjected to surgical operations. In the second 
place, inadequate treatment may bring about a state 
in which the patient loses his pain entirely or partially 
while activity in the ulcer continues in a latent form. 
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This is especially true of individuals who are hypo- 
sensitive to pain. Crohn has shown that the propor- 
tion of such individuals among patients with peptic 
ulcer is about three times greater than in the general 
population, so that this characteristic applies to a 
majority of ulcer patients. It is difficult to determine 
exactly how often such a state of latent activity occurs 
in a given series of patients under treatment. Fre- 
quent roentgenologic checks are helpful, but not al- 
together conclusive and, unfortunately, expensive. 
Probably the most generally applicable criterion of 
the incidence of latent activity in ulcers under treat- 
ment is the number of patients experiencing a return 
of pain during the later stages of the ulcer regimen 
or soon after cessation of treatment in the absence 
of known “inciting” causes of recurrences. Such pa- 
tients are often classified as having “spontaneous” 
recurrences. 


The tendency of patients who have had one episode 
of peptic ulcer to have subsequent episodes is very 
great. Eusterman and Balfour observed among pri- 
vate patients at the Mayo Clinic that five-year cures 
were obtained in about 50 per cent of cases “provided 
that the conditions were favorable and the therapeu- 
tic regime adequate.” St. John and Flood reported 
a recurrence rate of 65 per cent among clinic patients 
in New York who were followed for two years. This 
rose to 78 per cent in their patients who were followed 
for five years. Crohn reported recurrences of peptic 
ulcer among “about 60 per cent” of his ward hospital 
patients in five years and among “over 70 per cent” 
of them in ten years. Bockus, speaking of a private 
practice, stated that he had less than 10 per cent of 
recurrences in six months and 50 per cent of recur- 
rences in five years “unless special care was taken.” 
Raimondi and Collen reported that in an industrial 
contract practice they observed 66 per cent of recur- 
rences in one year and 83 per cent of recurrences in 
two years. From the data supplied by Holland and 
Logan on recurrences of peptic ulcer in patients fol- 
lowed for up to 20 years, it appears that, when 
patients with gastric ulcer remained free from recur- 
rences for five years, they could be considered as 
virtually cured. On the contrary, patients with duode- 
nal ulcer were subject to recurrences even after 
having remained well for periods between 15 and 
20 years. 


From these figures and the excellent immediate 
results with medical therapy it is clear that the chief 
unsolved problem confronting the medical profes- 
sion in connection with peptic ulcer in general, and 
the much more common duodenal ulcer in particular, 
is not the healing of the current ulcer episode but 
the prevention of recurrences. This is true regardless 
of the type of medical practice, whether private, clinic 
or contract. The rate of recurrences of peptic ulcer 
seems to be somewhat lower in private patients, but 
it is difficult to say whether this is due to a greater 
ability or willingness to observe precautions on the 
part of this class of patient, or to better opportunities 
of consulting different physicians for subsequent 
recurrences. 

Before discussing a program for the prevention of 
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ulcer recurrences it is necessary for purposes of 
orientation to review the chief known “inciting” 
causes of such recurrences. From the figures fur- 
nished by Emery and Monroe’s follow-up study of 
1,279 patients with recurrent peptic ulcer, it can be 
calculated that, of the recurrences for which a cause 
could be assigned, 42 per cent were due to fatigue, 
32 per cent to emotional disturbances, 21 per cent 
to infections predominantly of the upper respiratory 
tract, and 5 per cent to indiscretion in diet. From a 
similar study of 350 patients, Jankelson found that 
relapses were caused by: dietary errors, 30 per cent; 
mental or physical strain, 24 per cent; seasonal, 19 
per cent; infections, 15 per cent; drugs, 2 per cent; 
trauma, | per cent; unclassified, 9 per cent. 


INCITING CAUSES OF RECURRENCES 


From these data which are supported by the ex- 
perience of every physician dealing with peptic ulcer 
patients, it is clear that the important known “incit- 
ing” causes of recurrences are: physical or mental 
fatigue, emotional disturbances, dietary indiscre- 
tions, and respiratory infections. In dealing with 
the causes of ulcer recurrences from the prophylactic 
point of view, it is obvious that at present the only 
practical medical approach is education of the pa- 
tient. It is here that the physician often fails the 
patient by neglecting to inform him of the true nature 
and probable future course of his disease if proper 
precautions are not observed indefinitely. 


Before embarking on such a far reaching educa- 
tional campaign, it is essential in each case to estab- 
lish firmly the diagnosis of peptic ulcer in order not 
to place an unfair burden on the patient and, as a 
secondary consideration, not to waste the physician’s 
time. The diagnosis of peptic ulcer should not be 
lightly made, and preferably positive roentgenologic 
evidence should be obtained in each case. Least of all 
should the term “ulcers” be used as a cliche to satisfy 
an inquisitive patient with indigestion of undeter- 
mined origin. Also excessive reliance should not be 
placed on the roentgenologic examination alone, 
especially if it is not performed by a competent full- 
time radiologist. Old scarring of the duodenum, 
coarse rugae or extrinsic pressure may produce a 
roentgenologic appearance suggestive of ulcer. Cor- 
relation with the psychic make-up of the patient, the 
clinical history and the physical examination—espe- 
cially the presence of a sharply circumscribed tender- 
ness over the duodenum—is very important. 


In dealing with ulcer patients and especially in 
trying to persuade them to observe certain precau- 
tionary measures for a period of many years, if not 
for the rest of their lives, it is necessary to take into 
account their personality. The typical patient with a 
peptic ulcer is a tense, ambitious, meticulous, over- 
conscientious person who minimizes his pain, in con- 
trast to the usual psychoneurotic or hypochondriac 
patient who habitually exaggerates his symptoms. 
The ulcer patient often neglects his treatment because 
it interferes with his work, unless the physician makes 
a determined effort to enlist the patient’s cooperation 
by explaining to him the essentials of the ulcer prob- 
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lem. After this is done many patients are converted 
to a meticulous observance, not only of the immedi- 
ate therapeutic regimen, but also of the long range 
prophylactic measures. It is also worthy of note that 
the tensions of most ulcer patients, as is pointed out 
by Lion, are associated with an occupational predica- 
ment or, less frequently, with other objective diffi- 
culties of a domestic or financial nature. For this 
reason the physician should inform himself particu- 
larly about the nature of the patient’s work, his 
ambitions, his working hours and surroundings, how 
his evenings and week-ends are spent, whether the 
patient takes any vacations and what he does with 
them. The family relations, financial affairs, and any 
other matters which may be close to the patient’s 
heart should be explored for possible sources of 
tension. 


At the time the diagnosis is discussed with an often 
over-anxious patient it may be necessary to reassure 
him, especially if he fears that the ulcer “will turn 
into a cancer.” Since the large majority of peptic 
ulcers are duodenal in location, fortunately one can 
be very emphatic in denying this possibility in these 
cases. To patients with gastric ulcers the precautions 
to rule out the threat of cancer by repeated roent- 
genologic examination should be explained. Later the 
patient must be informed frankly that peptic ulcer is, 
as so well defined by Jones, “a chronic, incurable 
disease characterized by ulceration of the stomach or 
duodenum and subject to intermittent relief from 
symptoms, as well as to unpredictable, or frequently 
predictable recurrences. A condition which, while 
capable of being handled during acute phases, does 
not respond to treatment in such a manner as to pro- 
vide a complete and lasting cure. Complete cures . . . 
are the rare exception; recurrences are the rule.” 


Having imparted to the patient a general under- 
standing of the problem of peptic ulcer, including a 
brief mention of the common complications of steno- 
sis, hemorrhage and perforation, the physician can 
proceed to a discussion of practical preventive meas- 
ures as they apply to the individual circumstances of 
the case. The patient’s work predicament, if any, is 
discussed and its importance pointed out. It is often 
possible for the physician to make constructive sug- 
gestions on how to lighten the occupational burden. 
In extreme cases a change of occupation may have to 
be advised. Emotional disturbances involving family 
or financial matters or other frustrations should be 
tactfully inquired into. If such troubles are present, 
an effort should be made to solve them, or, when this 
is impossible, an attempt should be made to inculcate 
in the patient a more detached attitude toward his 
difficulties. In major cases it is necessary to enlist the 
services of a psychiatrist. The importance of modera- 
tion in eating is then taken up. The strictness of in- 
structions in this direction depends on the amount of 
permanent scarring in the duodenum, on the degree 
of residual hyperacidity and hypermotility, and on 
the estimate of the patient’s tendency to discount 
medical advice. It is of great advantage if the patient 
can be induced to abandon the use of coffee, tobacco 
and alcohol. However, compromises in these respects 
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are often advisable; lest by insisting on excessively 
strict measures (from the patient point of view), he 
is prejudiced against the whole program of prevent- 
ing recurrences. Finally the patient should be im- 
pressed with the importance of taking care of colds. 
Most important are regular measurements of tem- 
perature during respiratory infections with bed rest 
for the duration of the febrile period if any, and 
warning against excessive use of medication contain- 
ing aspirin. 

During periods of unavoidable fatigue or emo- 
tional stress the patient must be instructed to go on 
a protective diet eliminating coarse and irritating 
foods, and to resume medication with antacid, anti- 
spasmodic and sedative preparations of which he 
should keep a supply at home for such contingency. 
In addition to these precautions the patient should 
be prepared to handle any recurrence of ulcer pain 
by going promptly on the first stage of the strict ulcer 
diet and reporting at once to his physician. In case 
of rapid disappearance of symptoms an abbreviated 
course of treatment limited to one month is permis- 
sible at the discretion of the physician. 

The instruction of the patient regarding the nature 
of his disease and the “inciting” causes of recur- 
rences should be carried out systematically during 
each visit and summarized at the time of discharge 
from the care of his physician. In addition it is a 
good practice to supply the patient with a printed 
list of precautions which he is to read over once a 
month. 


SUMMARY 


1. Adequate medical treatment of uncomplicated 
peptic ulcer produces prompt relief and early healing 
of the current ulcer in over 90 per cent of cases. 

2. Failure of the physician to insist on a strict and 
sustained regimen decreases the percentage of suc- 
cessful cases and results in early recurrences. 

3. Medical treatment, per se, at present contributes 
nothing toward prevention of recurrences which are 
so frequent in all types of medical practice that, with 
few exceptions, peptic ulcer should be considered an 
incurable disease which must be kept under control 
by appropriate measures. 

4. Recurrences of peptic ulcer are associated with 
four main “inciting” causes: Physical and mental 
fatigue, emotional disturbances, dietary indiscretions 
and respiratory infections. 

5. In addition to prescribing an adequate regimen, 
the physician has a threefold duty toward the ulcer 
patient: to instruct him in the true nature of his 
disease, to convince him of the necessity of long con- 
tinued preventive measures, and to assist him in 
readjusting his life for the purpose of avoiding 
tension. 

6. In the event of recurrence of ulcer pain the pa- 
tient should be prepared to resume at once the strict 
diet and medications, and report to his physician. 


QUESTIONS AND ANSWERS 


Dr. ALTHAUSEN: The first question asks for comment on 
protein hydrolysate in the treatment of peptic ulcer. 
Protein hydrolysate is essentially pre-digested milk pro- 
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tein, only in more concentrated form. For that reason it 
has certain advantages when the patient is in a poor stage 
of nutrition, because it provides him with more protein, 
especially during the first week. However, it cannot be used 
for patients who are allergically sensitive to milk, because 
they are also allergically sensitive to the casein hydrolysate, 
since the hydrolysis is never complete. 

The second question is: “In your experience, do intra- 
muscular injections of liver extract increase the amount of 
red cells following hemorrhage?” 

I think if we are dealing with large hemorrhage, the blood 
should be replaced by transfusion. If there is continuous 
bleeding in small amounts over a long period of time, then 
liver extracts, together with iron—I should place iron first 
in importance—would be advantageous. On the other hand, 
in a single hemorrhage, which is not too great, I think the 
patients recover just about as rapidly without supplementary 
treatment, such as liver extract and iron, as with such 
treatment. 

The next question is: “Would a daily use of amino acids 
in milk tend to prevent a recurrence?” 

Amino acids in milk are sometimes given, but in ordinary 
interval feedings I do not think it would be necessary. Plain 
milk would probably serve the same purpose. On the other 
hand, it is rather difficult to get patients who have no symp- 
toms to adhere to a five or six meal regime. The whole 
difficulty with patients who have recurring ulcers is that they 
are often not willing to observe precautions when they are 
free of symptoms. There is something in them that rebels 
against treating themselves as invalids. 

The next question is: “Do you place patients with ‘duo- 
denitis’ or ‘duodenal erosions’ in the same category as those 
with a solitary peptic ulcer in regard to treatment and 
etiology?” 

Yes. I think that people with duodenitis, who can be 
defined as patients who have essentially the ulcer type of 
symptoms but during an x-ray examination show irritation 
of the duodenal caps rather than any direct or indirect 
evidence of ulcer, belong in the peptic ulcer category, but 
have not progressed as far on the road to ulcer as patients 
who have a frank ulcer. They usually have hypersecretion 
of gastric acid, and the same emotional problems or over- 
work. So the treatment is the same as for frank ulcer, and 
it is very effective. However, I don’t try to educate these 
patients as rigidly as I do patients with actual ulcer. In- 
dividuals do not develop an ulcer, no matter what their 
physical or psychological state, unless they have some un- 
known predisposing factor. I think that people with duo- 
denitis have this “X” factor to a lesser degree, because I 
have followed a number of patients with duodenitis for some 
ten or fifteen years, without their ever developing an actual 
ulcer demonstrable roentgenographically. 


One of my patients with duodenitis was assigned during 
the war to a little tanker that supplied gasoline to outlying 
Navy bases in the Pacific. This tanker was not considered 
of sufficient importance to be provided with a destroyer escort 
so it went unescorted into Japanese-infested waters, and on 
several occasions was shelled by enemy submarines. My 
patient had a recurrence of his duodenitis but even under 
these conditions, he did not develop an actual ulcer. 

Another question is: “What is your explanation of the life- 
long recurrences of duodenal ulcers in contrast to the rela- 
tively few recurrences of gastric ulcer after a five-year 
cure?” 

I don’t know. We see very few gastric ulcers, and I was 
interested in the statistics published by Holland and Logan. 
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Perhaps Dr. Snell could shed some light on this question. 
The last question is: “Do you believe an injection treat- 
ment for ulcer to be of any value, other than psychological? 


_ If not, is it justified in any case? If so, why not give plain 


saline, which would be cheaper?” 

I suppose this refers particularly to the injection of 
histidine monohydrochloride, which was advocated at one 
time for the treatment of peptic ulcer. One member of our 
staff tried it about 12 or 15 years ago on a series of patients, 
and found that the percentage of failures was very much 
greater than with the standard type of medical treatment. 

Greengard et al. are working on an as yet unidentified 
substance contained in “enterogastrone-concentrate” which 
is given by injection and they have reported favorable re- 
sults in the treatment of peptic ulcer. At present this treat- 
ment is still in the experimental stage. It requires several 
injections a week which are apt to be painful so that 
the place of injection has to be changed frequently. These 
workers had no recurrences during a limited period of ob- 
servation but the treatment is more drastic than observing 
some of the precautions I tried to indicate here this morning. 

MoperATor SNELL: Thank you, Dr. Althausen. I regret 
that I can cast no light on the question of why there are 
more five-year cures in gastric ulcers than there are in 
duodenal ulcers. Perhaps benign gastric ulcer is a psychic 
phenomena, a periodic disease. 
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Vagus Resection for Peptic Ulcer* 


Joun C. Jones, M.D., Los Angeles 


ON’ reviewing the history of the treatment of peptic 
ulcer one is impressed with three facts; first, that 
in the evolution of medical and surgical treatment 
there have been many changes denoting dissatisfac- 
tion with the results of both forms of treatment; 
second, that thus far the complete section of both 
vagus nerves in the properly selected cases has 
yielded by far the best results in patients selected 
for surgical treatment of ulcers; and, finally, that 
certain lesions should be treated either by resection 
or gastro-enterostomy along with section of the vagus 
nerves. 

Allen?! states that 20 per cent of peptic ulcer pa- 
tients do poorly under the physician’s non-operative 
management, that about half of these (10 per cent 
under treatment) develop hemorrhage, perforation 
or cicatricial obstruction requiring surgical inter- 
vention, and Allen and -Welch? estimate that the 
remaining 10 per cent are “medical failures.” 

Qvigstad and Romcke }° report that in cases where 
ulcers were of less than five years’ duration, patients 
with: gastric ulcer were symptom-free after three 
years’ treatment in 50 per cent of the cases, while 
in patients with duodenal ulcer 40 per cent were 
free of symptoms after three years of treatment. On 
the other hand, if the duration of the ulcers was more 
than five years, only 25 per cent of the patients with 
gastric and duodenal ulcers were symptom-free after 
three years of medical treatment. Furthermore, they 
stated that when the ulcer had been present more 
than five years, 14 per cent of the patients with 
gastric ulcer were symptom-free after eight years of 
observation and only 7.6 per cent of the patients 
with duodenal ulcer of over five years’ duration 
were without symptoms at the end of the eight- 
year period. The shorter the duration of the disease, 
the greater the chance of a permanent cure with 
conservative treatment. The age factor appears to be 
an important consideration, for they (Qvigstad and 
Romcke) had 15 patients with duodenal ulcer under 
20 years of age, none of whom were free of symp- 
toms after eight years of observation, and of 56 
patients in the third decade only five (9 per cent) 
were free of symptoms after eight years of observa- 
tion. They concluded that diet treatment was not help- 
ful in young patients and advocated surgical therapy 
in this group. Interestingly too, they concluded that 
ulcers larger than one cm. in diameter were cured by 
medical treatment twice as often as the smaller ulcers. 

A review of the physiologic effects of complete sec- 
tion of both vagus nerves to the stomach convinces 
one that many of the failures of the surgical treat- 

* Read as a part of the panel discussion of diseases of the 
stomach before the section on General Medicine at the 76th 


Annual Session of the California Medical Association in Los 
Angeles, April 30-May 3, 1947. 


ment of peptic ulcer were obviously due to the 
application of a non-physiological, if not destructive, 
operation which frequently left the patient worse than 
he had been before operation. For years clinicians 
have recognized the relationship of exacerbation of 
ulcer symptoms during periods of “stress” and have 
observed the great benefit derived as the result of the 
release from these events by the immediate improve- 
ment of symptoms. Frequent references have been 
made in the literature to the banker, lawyer or the 
doctor who always left his ulcer symptoms at home 
when he went on. a fishing trip or a vacation. 
Cushing ® observed duodenal ulcers associated with 
certain types of brain lesions. 

Pavlov '* after sectioning both vagus nerves ob- 
served the loss of gastric secretion to sham feeding 
and conditioned reflexes suggesting that the vagus 
nerves are the main pathway of impulses from the 
cerebrum to the stomach. However, it was for Carl- 
son * to point out that in man and animal there is a 
continuous secretion of gastric juice normally, even 
in prolonged fasting, presumably due to a “persistent 
secretory tonus in the vagi, the production of secre- 
togogues through the auto digestion of the gastric 
juice, the endogenous production of -histamine-like 
substances or a combination of these factors.” The 
articles of Dragstedt and his co-workers *-®:1® and of 
Moore !?:18 admirably relate the history and surgical 
background leading up to the application of bilateral 
vagus section in the treatment of peptic ulcer. 


PHYSIOLOGICAL EFFECTS OF BILATERAL VAGUS 
RESECTION 


Dragstedt*® has observed both in dogs and in 
humans having had bilateral vagus resection certain 
changes in the secretions of the gastric juice: 


1. The continuous or night secretion of gastric 
juice. Twelve-hour night secretions were collected 
after the stomach was emptied by lavage in eight 
patients with duodenal ulcer and two with gastric 
ulcer. It was noted that the volume secretion after 
the vagus section decreased to 335 cc. from an aver- 
age of 821 cc., and the free acidity fell to 15 units 
from an average of 47 units preoperatively. This 
indicated that ulcer patients have an abnormally 
large continuous secretion of acid gastric juices in 
the absence of stimulation or psychic factors during 
the night and while fasting and that this appears to 
be due to the secretory tonus of the vagus nerve and 
is reduced to normal values by complete vagus sec- 
tion. Incomplete section of all the fibers of the vagus 
nerves will not yield these results. 

2. The gastric secretory response to histamine be- 
fore and after vagus section. Histamine stimulation 
produced the same abundant secretions of gastric 
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juice in 19 patients both before and after vagus 
section and there was no diminution either in the 
volume or in the free acidity after the vagus section. 
This indicates that histamine acts on the peripheral 
neuroglandular apparatus or directly on the secreting 
cells themselves and not by way of the vagus nerves. 


3. The gastric secretory response of ulcer patients 
to caffeine before and after section of the vagus 
nerves. Caffeine elicits a secretion of gastric juice 
similar in quality to that produced by histamine. 
Its effect is not abolished by atropine. The stimula- 
tion was the same before and after operation but 
there was not so great a secretory response as with 
histamine. 


4. Gastric secretory response of ulcer patients to 
insulin hypoglycemia before and after section of the 
vagus nerve. Insulin in large enough amounts to pro- 
duce hypoglycemia increased the secretion of gastric 
juice and this change appeared to be due to stimula- 
tion of the gastric secretory fibers of the vagi, for 
section of these nerves or the administration of atro- 
pine abolished this effect. The use of insulin hypo- 
glycemia as a method of testing the integrity and 
secretory function of the vagus nerves to the stomach 
has been advocated by Ihre,"! Babkin* and Hollan- 
der.!° Thornton and his co-workers!® carried out 
fractional insulin gastric analysis, withdrawing sam- 
ples of gastric juice at ten-minute intervals following 
the administration of 20 units of crystalline insulin 
subcutaneously in fasting patients. There was a re- 


sponse to the test in 15 of the 17 patients, with a 
production of hypoglycemia and an increase both in 
the amount and free acidity of the gastric juice, 
although this was not as marked as the response with 
histamine. There was no response to insulin follow- 
ing vagotomy. 


5. Sham feeding produced an increase in the vol- 
ume and the acidity of the gastric juice in three of 
ten patients preoperatively and in none postopera- 
tively. Various psychic factors were given as a pos- 
sible cause of the failure to respond to this true 
conditioned reflex mediated through the vagus nerves 
in what should be the most effective method of test- 
ing the excitability of the vagus secretory fibers in 
patients with ulcer. 


6. The motility of the empty stomach of ulcer 
patients before and after section of the vagus nerves. 
The empty stomach of the patient with ulcer usually 
reveals hypertonicity and hypermotility with exag- 
gerated hunger contractions. After bilateral vagot- 
omy, tonicity and motility return to normal. 


Dragstedt and his co-workers *:*:16 concluded that 
fasting patients with ulcer have an excessive contin- 
uous secretion of gastric juice of a higher acid con- 
tent than normal, and that since complete division 
of the vagus nerves to the stomach reduces this 
secretion, it must be due to excessive secretory tonus 
in the vagus nerves of central origin. Further they 
concluded that the excessive motility of the stomach 
in many patients with ulcer returns to normal after 
bilateral vagus section, indicating that there exists a 
hypertonus of the motor augmentor fibers in the vagi. 
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Both excessive secretion and hypermotility operate 
together to produce an ulcer and hinder healing, but 
Dragstedt believes the hypersecretion is the more 
important of the two factors, even though both are 
reduced by vagus section. The experiments indicate 
that the increased volume and acidity of the continu- 
ous night gastric secretion in ulcer patients is the 
greatest departure from the normal, and this is great- 
est in young patients with duodenal ulcer presenting 
signs of nervous tension and instability. Therefore 
he concluded that the determination of the night 
secretion is the most valuable of the gastric secretory 
tests from the standpoint of diagnosis and prognosis. 
He has shown in his study that patients with hyper- 
secretion are particularly prone to develop secondary 
stomal ulcers following gastro-enterostomy, gastro- 
duodenostomy and partial gastric resection, and that 
these ulcers respond favorably to.complete bilateral 
vagus section. He states that since insulin hypo- 
glycemia produces vigorous gastric secretion by stim- 
ulation of gastric secretory fibers in the vagus nerves, 
and that since this is abolished by complete vagus sec- 
tion, the test is invaluable to determine whether the 
vagus section is complete. The decreased volume and 
acidity of the gastric juice and the abolished insulin 
effect has remained effective over a period of two 
years or more of observation in the patients studied 
by him, and the ulcers remain healed. It would ap- 
pear that the immediate relief of pain and the early 
healing of the ulcer has been effective and lasting by 
virtue of the abolition of the impulses from the cortex 
to the stomach by way of the vagus nerves. The secre- 
tory changes tend to return toward normal in six to 
twelve months, although a reduction in the acidity 
and a slight increase in the Ph value of the gastric 
secretions remains. Gastric motility returns to normal 
or near normal levels by the end of one year after 
operation. Gastric atony is gone in three to ‘nine 
months, though some delay in the pyloric emptying 
may remain even after that time. 


INDICATIONS FOR VAGUS RESECTION 


The ideal indications for vagotomy appear to 
be in those patients who have had previous surgical 
procedures for peptic ulcer, such as pyloroplasty, 
gastrojejunostomy or gastric resection, followed by 
renewed ulceration. Previous operation does not 
contraindicate vagus section which, unless there is 
evidence of obstruction or delayed emptying, usually 
results in the relief of symptoms and healing of the 
ulceration. 


An even larger group of patients in whom a com- 
plete vagus section is indicated according to Drag- 
stedt 7* and Moore !*-'8 are young and middle-aged 
patients with a long history of peptic ulcer, possibly 
with previous perforations or hemorrhages, un- 
obstructed and not acutely bleeding, who have been 
refractory to careful medical treatment and who have 
severe ulcer pains in times of stress, which can be 
relieved transiently by the usual antacid, milk or 
food. The operation is contraindicated in acute per- 
foration, acute massive hemorrhage or advanced 
cicatricial obstruction. The history of bleeding in 
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the past is no..contraindication to complete vagus 
resection. 

Side effects which have developed in approximately 
10 per cent of the cases operated upon by vagus sec- 
tion include gastric immobility, distention and diar- 
rhea. The majority of patients will not develop gastric 
distention if the Levine tube is left in the stomach 
for four days after operation and the stomach is 
kept empty, and if, when the patient begins eating, 
his meals are small and frequent. Early ambulation 
is helpful. According to Moore !* practically all pa- 
tients have a normal sized stomach in from three to 
nine months following vagotomy. Diarrhea is a tran- 
sient complaint. It usually appears in a few days after 
operation and is self limited. In none of the patients 
has it been physically depleting. 

In Moore’s !*:13 and by Grimson’s ® cases, and in 
the great majority of those in Dragstedt’s § earlier 
series, vagus section was done by the transthoracic 
approach. They believed that a more complete vagus 
resection could be accomplished by the supra- 
diaphragmatic transthoracic section of the vagi than 
through an abdominal subdiaphragmatic section. 
More recently, in presentations in Los Angeles, Drag- 
stedt stated that he now favors the subdiaphragmatic 
transabdominal approach and believes he can accom- 
plish just as complete bilateral vagus sections with 
this operation as he could with a transthoracic supra- 
diaphragmatic exposure of the vagi. The abdominal 
approach, he believes, affords the advantage of an 
exploration of each lesion and avoids intercostal 
neuralgia which sometimes follow transthoracic op- 
eration. Crile > more recently stated that at the Cleve- 
land Clinic the subdiaphragmatic resection of the 
vagus nerves has largely supplanted the transthoracic 
approach because it enabled the surgeon to explore 
the abdomen and, if necessary, simultaneously to per- 
form an operation to prevent gastric retention. We 
believe the transpleural approach is indicated in the 
following types of cases. 

1. Patients who have a recurrence of ulceration 
after pyloroplasty, gastro-enterostomy or gastric re- 
section and who have already been explored and who 
have no obvious obstruction or retention. 


2. Young patients with duodenal ulcer with recent 
hemorrhage and without much deformity and with- 
out gastric retention. 


3. Patients with lesions which are located high on 
the lesser curvature of the stomach within two inches 
of the esophageal opening, which might necessitate 
a total gastrectomy. Vagotomy would be a safer oper- 
ation than sub-total resection of the stomach in the 
presence of edema and inflammation. Total gastrec- 
tomy might be considered too heroic. Careful bi- 
weekly barium study of such lesions should be made 
postoperatively, and if there is failure of the “ulcer” 
to heal in four to six weeks, exploration and perhaps 
total gastrectomy would be indicated. Lesions in this 
position are difficult to diagnose with certainty either 
by gastroscope or by roentgenograms, and not infre- 
quently the surgeon is uncertain of the diagnosis at 
the time of exploration. However, it may still be 
justifiable to wait a month after vagus resection to 
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ascertain that the benign ulcer is healing or a malig- 
nancy is progressing. 

Transabdominal subdiaphragmatic vagus resec- 
tions are indicated in the following types of lesions. 

1. Prepyloric ulcers and chronic ulcers on the 
lesser curvature of the stomach. (15 per cent of such 
cases are malignant or potentially malignant.) Par- 
tial gastrectomy with removal of the lesion should be 
carried out. 

2. Duodenal ulcer with a long history (five to ten 
years) with many recurrent and repeated attacks of 
pain and bleeding and with considerable deformity 
of the duodenum. In such cases, gastro-enterostomy 
or gastric resection may be indicated along with the 
vagotomy. 

TECHNIQUE 


The various techniques of bilateral vagus section 
for treatment of peptic ulcer have been described by 
Dragstedt,’:§-1® Moore !?:13 and Crile.® There have 
been no serious. surgical complications such as 
empyema, persistent pneumothorax, atelectasis or 
cardiospasm. 


END RESULTS OF VAGUS SECTION 


In the original series of Dragstedt? in 1945, he 
reported persistent relief of ulcer distress, gain in 
weight with roentgenographic evidence of healing of 
the ulcers uniformly in 30 patients with duodenal 
ulcers, in‘two with gastric ulcers and in seven with 
gastrojejunal ulcers. Moore * reported 33 cases, and 
in all except one patient the ulcers had healed. Grim- 
son® reported 18 cases, all having healed ulcer in 
several weeks after their operation. Crile,® in 32 sub- 
diaphragmatic and six transthoracic vagus sections, 
reported all free of symptoms with healed lesions. 
The results have been uniformly excellent in various 
clinics. 

SUMMARY 


1. Bilateral complete sectioning of the vagus 
nerves advocated by Dragstedt for the treatment of 
refractory peptic ulcers offers a new surgical ap- 
proach to a problem heretofore beset with dis- 
appointing results from both medical and surgical 
treatment. 

2. Actually there should exist no controversy over 
the advantages of the supradiaphragmatic trans- 
pleural vagotomy and those of the transabdominal 
subdiaphragmatic vagus section, for each has its role 
in the treatment of peptic ulcers. 

3. The indications for the transpleural and trans- 
abdominal vagus sections are outlined and their 
specific advantages mentioned. The surgeon should 
be guided in his approach by the nature of the lesion 
in each individual patient. 

427 S. Arden Boulevard. 


QUESTIONS AND ANSWERS 


Dr. Jones: “What treatment for delayed gastric emptying 
three months post-vagotomy?” 

Perhaps Dr. Snell can tell us more about the acetylcholine 
derivative used in the treatment of delayed emptying of the 
stomach. 

Of course, if the patient is badly off, he may have to have 
gastro-enterostomy. It must be remembered that some of 
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these patients do not have a normal emptying time of their 
stomach eight months after nerve resection nor even after 
a year. They get along very well in many instances, and if 
the delayed emptying time is only a pathological finding and 
the patient clinically is doing well, then I should say that 
he should not have a gastro-enterostomy. 

Question: “What dietary regime after vagotomy?” 

The diet should be liberal. The important thing about 
vagotomy post-operatively is not what the patient eats, but 
how much he eats and how frequently. In other words, if he 
overloads his stomach soon after operation, he is going to 
have trouble. It is not a matter of putting him on an ulcer 
diet and keeping him on an ulcer diet. It is a matter of 
regulating him so that the stomach will empty what he eats. 
He should not be allowed to have large meals and to lie 
around in bed afterward. 

Question: “What effect does vagotomy have on a patient 
with hypertension?” 

None that I know of. 

Question: “Should vagotomy be done at the same time as 
the ulcer operation?” 

I would say that the vagotomy ought to be done when 
the surgery is done on the stomach or duodenum. There is 
no necessity in waiting to see if you are going to need a 
vagotomy. I think it ought to be done at the same time that 
the operation is done on the stomach. 


Question: “Why not a combined trans-thoracic and trans- 
abdominal?” 

I don’t know if that question refers to Moore’s work. You 
are probably well acquainted with his work. In almost all 
his cases he has done trans-thoracic vagotomies, but he strips 
the vagus nerve from the root of the lung down to the 
diaphragm, and then he opens the hiatus and resects the 
nerves on down in the proximal part of the stomach through 
a trans-thoracic approach. I don’t know whether you mean 
that that should be combined; whether it is necessary that 
you should do it both in the thorax and in the proximal 
stomach. I don’t think it is necessary, because, after all, if 
the vagus nerves are identified, and if they are resected in 
the thorax, it isn’t necessary to carry them down along the 
stomach itself. 

I have never seen a recurrent laryngeal nerve that has 
been cut that regenerated. So, I don’t think that you need 
to worry about regeneration in these cases. 


Question: “What effect, if any, is vagotomy likely to have 
on the liver and gallbladder functions?” 
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I should let Dr. Snell answer that. I don’t believe there 
is any effect at all. He may have some idea on it. 

Question: “Are any clinical or laboratory observations 
available on this matter of liver and gallbladder function 
after bilateral vagotomy?” 

I know of none. I will pass that back to the Moderator. 

MopberATOR SNELL: Thank you, Dr. Jones. I am afraid the 
Moderator cannot answer that one either. I don’t believe 
there is any information available, but the matter has been 
discussed and it is generally believed that there is no 
demonstrable effect on either cholecystic or lymphatic func- 
tions, at least to date. 


‘ 
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Congestive Splenomegaly (Banti’s Syndrome) Due to 


Portal Stenosis 


Dennis S. SHILLAM, M.D., Los Angeles 


INCE Banti! in 1894 first described the disease 
that bears his name, there has been considerable 
material published, both confirming and refuting the 
existence of this complex. Is it an etiological entity 


or merely a symptom of portal obstruction and portal : 


hypertension ? 

In Banti’s original description, the syndrome is 
characterized by hypochromic anemia with leuko- 
penia, splenomegaly, late onset of hepatic cirrhosis, 
and death from gastric hemorrhages. Such a clinical 
picture has been described in early stages or clinical 
variants of tuberculosis,’" syphilis,'!:25 Hodgkin’s 
disease,”> malaria and leishmaniasis !* involving the 
spleen, as well as in other (Table 1) conditions. St 
would seem, therefore, that the clinical diagnosis of 
Banti’s disease is hazardous. Likewise, an anatomical 
diagnosis based on the surgically removed spleen is 
uncertain, if not impossible. 


TABLE 1.—Etiological Factors Involved in Cases of Conges- 
tive Splenomegaly (Banti’s Disease) 


A. Obstructive Factors (Portal Hypertension). 


. Portal cirrhosis (50 per cent) 

. Schistosomal cirrhosis 

. Syphilitic cirrhosis 

. Portal thrombosis 

. Splenic thrombosis 

Cavernous transformation of portal vein 

. Portal stenosis 

. Primary carcinoma of the liver (with cirrhosis) 
. Patent umbilical veins with excessive portal flow 
10. Hyperplasia of the liver and liver veins 

11. Obstruction of the portal veins from without 


B. Non-Obstructive Idiopathic Splenomegaly (Banti’s) ? 


CONAN whe 


The spleen of Banti’s disease is described as being 
greatly enlarged, firm and congested. Perisplenitis is 
common. Microscopically the sinusoids are congested 
and lined with cuboidal littoral cells. The pulp cords 
are relatively acellular with an increase in reticulum 
cells and collagen. Malpighian bodies are small. Some 
central arteries are surrounded by fresh hemorrhage, 
siderotic nodules or an increase in fibrous tissue, de- 
pending upon the age of the individual lesion. The 
arteries may show some hyaline changes. The veins 
are dilated and may show intimal changes.'® 

In none of those conditions, however, do the 
spleens of Banti’s disease enjoy a monopoly. Sider- 
otic nodules as well as the other changes have also 
been described in spleens of hemolytic jaundice, 
syphilis, atrophic cirrhosis of the liver, portal throm- 
bosis, other portal venous obstructions, leukemia, 
Hodgkin’s disease and sickle cell anemia.® 

Using the microscopic lesions described in Banti’s 
disease, grading of spleens to obtain a numerical 
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value by which a diagnosis of Banti’s splenic anemia 
could be made has been found to be unsatisfactory.® 
Surgically removed spleens in cirrhosis of the liver 
with splenomegaly, with or without anemia, are 
generally indistinguishable from those of splenic 
anemia.'* 

CASE REPORT 


A 15 month old female infant was admitted to the Chil- 
dren’s Hospital in 1942 with swelling of the abdomen and 
pallor. At birth the child was said to have had a large 
abdomen, and this had increased recently along with an 
increasing pallor. There was no history of jaundice. 

Physical examination: The patient was a pale infant with 
markedly distended abdomen and marked venous collateral 
circulation over the chest and upper abdomen. Paracentesis 
yielded 1200 cc. of a yellow transudate. The liver was then 
just palpable and the spleen was felt half way to the um- 
bilicus. Blood counts revealed severe hypochromic anemia 
(hemoglobin 23 per cent of 17.5 grams, red blood count 2.25 
million). The leucocyte count was 6,800 with 40 per cent 
neutrophils, 47 per cent lymphocytes, 10 per cent monocytes, 
two eosinophils and one basophil. 

When the child was 18 months old, an exploratory lapa- 
rotomy showed a firm, gray spleen which was twice normal 
size, but no other extraordinary condition was noted. A 
liver biopsy showed large, pale staining liver cells with a 
granular “washed-out” appearance to the cytoplasm. There 
was no evidence of cirrhosis, and the portal triads in general 
showed no microscopic abnormalities. The ascites subsided 
slowly following the operation and the anemia responded 
to transfusions and iron therapy. 

When seen again at the age of three years, the child 
showed no ascites or anemia. The liver was 2 cm. below the 
right costal margin and the spleen reached the level of the 
umbilicus. Many dilated veins were present over the abdomen 
and lower thorax. Roentgenograms showed esophageal 
varices. Icterus index, Van den Bergh, plasma proteins and 
glucose tolerance tests did not reveak any evidences of func- 
tional liver disturbance. 

Three months later the child was again admitted to the 
hospital because of vomiting blood and died two days later. 

Autopsy (three hours postmortem): Positive findings: 
External examination showed a pale, four year old child with 
distended veins over the anterior thorax and upper abdomen. 
The omentum was adherent to the anterior margin of the 
right hepatic lobe and the fibrous adhesions binding it down 
were extremely vascular. There were many blood vessels 
connecting the omentum with the surface of the liver in 
these adhesions. 

Before the organs were removed, the portal system was 
injected through the splenic vein with a radio-opaque sub- 
stance*. This was done by tying a small cannula into the 
vein and injecting from a syringe, using gentle pressure. An 
x-ray was then taken. (Figure 1.) 

The gross autopsy examination showed a narrowing of the 
portal vein to about 2 mm. in circumference at a point 2 cm. 
above its origin. This narrowing occurred abruptly within a 
distance of 5 mm. from the original large diameter of the 


* Pantopaque, supplied through the courtesy of Dr. Wil- 
iam H. Strain of the Eastman Kodak Company. 
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vessel. No structures pressing on the vein from the outside 
were noted. No apparent thickening of the wall was evident. 
The intimal surfaces were smooth and pale throughout. This 
narrow vessel branched into two similarly narrow hepatic 
branches, each of which did not exceed 2 mm. in circumfer- 
ence at the point where they entered the liver. 


The superior mesenteric and splenic veins were greatly 
dilated. There was a small pedunculated thrombus in the 
right renal vein about two-thirds of the diameter of the vein 
itself. The gastric coronary veins were dilated and one large 
and several smaller submucosal varices were present. The 
stomach contained large amounts of clotted and fluid blood. 
The esophagus showed one large and several smaller sub- 
mucosal varices. A small rupture of one of them was present 
in the lower third of the esophagus. 


The liver weighed 375 grams. (Normal weight for this age 
516 grams.) It was small, firm, mottled with yellow and 
showed no definite lobular pattern. 


The spleen was greatly enlarged (approximately three 
times normal). There were areas of fibrous thickening of the 
capsule. The pulp was firm and showed numerous fine white 
strands of fibrous tissue. Malpighian bodies were ill-defined. 


Microscopic examination: Liver: There was no increase in 
periportal connective tissue. The liver cells were perhaps a 
little smaller than usual, and many of them in central areas 
contained small fatty vacuoles. The central veins were 
negative. 


Spleen: There was focal hyalinized fibrous tissue prolifera- 
tion of the capsule. Trabeculae were numerous, large and 
hyalinized. There was an increase of connective tissue in the 
pulp. Sinusoids were dilated and lined by pale cuboidal cells. 
Lymph follicles showed large germinal centers in which 
occasional hyaline deposits were present. Slight peri-arterial 


. 


Figure 1.—Portal system of patient after injection of 
pantopaque. The splenic and mesenteric veins are greatly 
dilated until they join (1) to form the portal vein (2) which 
is markedly narrowed. This leads into small hepatic 
branches. The portal vein is only a third or a quarter the 
diameter of its tributaries. A large vein (3) arises from 
the mesenteric vein and traverses the omentum to where 
the latter is adherent to the liver. This represents the 
spontaneous omentopexy following the surgery and prob- 
ably explains the clinical improvement at that time. Re- 
gurgitation from the gastric coronary vein into the esopha- 
geal varices is seen (4). 
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Figure 2.—Normal portal system of child of same age. 
Arrow indicates Portal Vein. 


fibrosis was frequently seen in the smaller arteries. No fresh 
hemorrhages or “siderotic nodules” were present. 

Final Anatomical Diagnosis: Stenosis of portal vein, con- 
genital; Esophageal varices with rupture and massive hemor- 
rhage; Splenomegaly, with fibrosis of spleen; Chronic peri- 
splenitis; Focal atrophy, liver; Fibrous adhesions, peri- 
hepatic, omental; Ball thrombus, right renal vein. 


DISCUSSION 


When a diagnosis of Banti’s syndrome can be 
made from combined clinical and pathological evi- 
dence, the problem of etiology is encountered. 

There are two views: One, that Banti’s disease as 
an entity exists in the absence of portal obstruction 
and the other, that Banti’s syndrome is an aftermath 
of portal hypertension. Followers of the latter idea 
prefer to label the condition “Congestive Spleno- 
megaly.” 


The most impressive arguments advanced by those 
in favor of Banti’s disease per se are based on experi- 
mental studies. Complete, partial, intermittent and 
progressive closure of the portal vein have failed to 
produce either the microscopic picture or the de- 
gree of splenomegaly seen in humans in Banti’s 


disease.1°- 16 


In experimental liver damage, a spleen which is 
dissociated from the portal system and transplanted 
into the subcutaneous tissues undergoes hyperplasia. 
The conclusion drawn from these experiments is that 
splenomegaly in Banti’s disease is due to some “hepa- 
toxic” agent plus portal hypertension.® Injection of 
silica. particles into the portal vein has resulted in 
portal cirrhosis with marked splenomegaly.!® Some 
doubt has been cast on the validity of this procedure 
because of the presence of a few silica particles in the 
spleen. Unpublished work reporting satisfactory pro- 
duction of chronic portal obstruction with spleno- 
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megaly by using cellophane bands around the portal 
vein has been quoted.** Improvement of patients 
following splenectomy has been interpreted as being 
due to the removal of “toxins,” but it seems more 
likely that the 30 per cent reduction in portal flow 
caused by removal of the splenic circulation is the 
real basis for the remissions. Improvement of our 
patient after the exploratory operation is thought to 
be due to the development of the omental-hepatic 
adhesions in which large vessels developed. This 
might also explain the atrophic liver with absence of 
cirrhosis. 

Those who favor the obstructive factor as the 
etiology believe the changes occurring are due to 
portal hypertension. Seventy per cent of cases of 
Banti’s syndrome have demonstrable portal obstruc- 
tion and many of the remainder are not sufficiently 
investigated to rule out a portal block.?° Measure- 
ments of splenic vein pressure in cases of Banti’s 
syndrome at surgery show a significant increase as 
compared to control cases.”!:22 No such measure- 
ments were made in our case. 

Portal cirrhosis of the liver accounts for 50 per 
cent of the cases of the congestive splenomegaly. The 
presence of portal hypertension and subsequent con- 
gestive splenomegaly with a Banti’s syndrome, in 
cases of cirrhosis, depend on the degree of narrowing 
of the portal vein radicals within the liver. This is 
not necessarily related to the severity of the cirrho- 
sis;7® a fact which explains the inconsistency of 
Banti’s syndrome in cirrhosis. When portal hyper- 
tension exists, Banti’s syndrome is nearly always 
present.!? Extrahepatic portal blocks also are asso- 
ciated with Banti’s syndrome (Table 1). The clinical 
picture and the pathology they produce, except for 
evidences of liver damage are usually indistinguish- 
able from the cirrhotic group. 

It is therefore, becoming increasingly more evi- 
dent that the clinical and pathological findings 
associated with Banti’s syndrome are results of di- 
verse etiological factors causing portal obstruction 
and hypertension. A small percentage of cases in 
which portal blocks have not been found will prob- 
ably remain, especially in that group not receiv- 
ing postmortem study, or in those in which at post- 
mortem the portal system is not carefully examined. 
These fall at present, for want of a better terminol- 
ogy, into the group of so-called “idiopathic spleno- 
megaly of Banti.” 


The case reported here would undoubtedly have 
been included in this group had not permission for 
autopsy been obtained. The diagnosis from the etio- 
logical standpoint was obscure both clinically and 
surgically. It could easily have been overlooked at 
autopsy. 

The diagnosis “Banti’s disease,” therefore, leads 
one to a therapeutic blind alley. Splenectomy is cura- 
tive only in the rare case where the splenic vein 
alone is obstructed, and it affords only temporary 
relief in others. The recognition of portal obstruction 
as the basic etiology has resulted in the use of portal- 
caval venous shunts to circumvent the obstruction. 
Although there have not been sufficient follow-ups 
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on patients undergoing this surgery, results to date 
are encouraging.” 
SUMMARY 


A review of the more important evidence for and 
against the existence of “Banti’s disease” (congestive 
splenomegaly) leads to the conclusion that most, if 
not all, cases are based on portal obstruction with 
portal hypertension. A case of congestive spleno- 
megaly due to congenital stenosis of the portal vein 
is presented with the autopsy findings. 
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Pentothal Interview in the Treatment of Chronic Alcoholism 


Pau O’HoLiaren, M.D., Seattle 


[poaine the past 50 years there has been a grad- 
ual increase in the use of psychobiochemical 
drugs in the treatment of the mentally ill. As early 
as 1882 Griesinger described beneficial results fol- 
lowing the induction of deep sleep. In 1901 Wolfe 
reported the results obtained from the use of trional. 

Real impetus was given to this type of treatment 
when in 1930 Bleckwenn*-*:* introduced sodium 
amytal in the treatment of neuropsychiatric dis- 
orders. He first used the drug intravenously to pro- 
duce rest and sleep in disturbed psychotic cases. He 
noted that under its influence patients demonstrated 
normal lucid intervals with spontaneous speech even 
in protracted cases of catatonic dementia praecox. 

J. S. Horsley * in 1936 introduced the term narco- 
analysis to describe the procedure of using intrave- 
nous barbiturates for the purpose of conducting 
psychiatric interviews with patients in variable stages 
of narcosis. He used small doses of fast acting bar- 
biturates to produce a state of relaxation with height- 
ened suggestibilities and in this state he found the 
patient would discuss more freely his mental 
conflicts. 

Sullivan ** and Morris '? also report on the use of 
sodium amytal as a psychotherapeutic agent. Sul- 
livan concluded “Sodium amytal is a valuable diag- 
nostic and therapeutic agent in psychiatry meriting 
more usage than given.” Morris reports the rapid 
removal of conversion symptoms with the use of 
intravenous barbiturates combined with psychother- 
apy in the form of reassurance, suggestion, rational 
explanation and education. He also found it valuable 
in the differential diagnosis of malingering from 
conversion hysteria. 

Evipan has also been used for similar purposes. 
The technique as administered by Stungo ** in 1941 
is similar to that employed in the use of sodium 
amytal. He believes this drug also provided a use- 
ful and rapid method of investigating suspected 
neuroses. 

The use of sodium pentothal in the treatment of 
chronic alcoholism was begun by the author in April 
1941. The idea was conceived as a result of observing 
the unconscious speech of patients who had been 
given pentothal anesthetic. At the time it was thought 
to be original, but a review of the literature disclosed 
that sodium pentothal had been used previously in 
treating certain psychiatric conditions. However, no 
extensive work where it has been used exclusively 
in the treatment of chronic alcoholism has as yet 
come to our attention. 

During the recent war pentothal was widely used 
in the treatment of war neurosis. Grinker and Spie- 
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gal ° reported good results from its use in these cases 
encountered in the northwest African theatre. They 
employed it for narcosynthesis and for what they 
term “narcosythesis.” They report that “under the 
influence of the drug and the work of the therapist 
there occurs a dosed release of intense repressed emo- 
tions in quantities small enough so that the weakened 
or broken ego, strengthened by the therapist, resumes 
its appraising and rationalizing functions.” They also 
feel that it enables the therapist to more accurately 
estimate the amount of repressed anxiety. 

As early as 1942 Wilde ° described the use of 
pentothal hypnosis in the treatment of war neurosis. 
Besides being valuablé in treating hysteria, anxiety 
states, and the after effects of injuries to the head and 
spine, he also found it useful as a diagnostic aid in 
borderline psychosis, mental deficiency and epilepsy. 
He believes pentothal hypnosis is a rapid and safe 
method of psychotherapy. Wilbur’® prefers the 
“ultra-short-acting” barbiturates, sodium pentothal 
and sodium thioethamy] because recovery is so rapid 
and a better control of the depth of narcosis can be 
maintained. 

Primarily our use of pentothal interview in the 
treatment of chronic alcoholism has been and prob- 
ably will continue to be, as an adjunct in a more 
comprehensive treatment program. The bulwark of 
this program is the conditioned reflex therapy 
as described by Voegtlin'®.1¢17 and Lemere, et 
al.8.9.10,11 This program includes establishment of a 
conditioned reflex aversion to all types of alcoholic 
beverages and the careful follow-up of the patient 
for at least a year following the initial treatment. This 
follow-up care includes reinforcement of the initial 
aversion by subsequent single conditioning seances 
and a rehabilitation program aimed at the rehabilita- 
tion of the patient from a marital, social and occupa- 
tional standpoint. 

This does not mean, however, that pentothal inter- 
view will not play an important part in the treatment 
of certain cases. According to our present concept 
it can be useful in treating the alcoholic, first as a 
diagnostic aid and, second, as an aid to psycho- 
therapy in selected cases. We believe that it is of 
considerable value as an aid to diagnosis and we 
use it in the following way. The patient is admitted 
to the sanitarium for treatment of chronic alcoholism. 
If he is intoxicated the acute phase of his alcoholism 
is treated first. When he is mentally clear an initial 
interview is held with the patient during which his 
history is obtained. Usually this history is corrobo- 
rated by a relative or friend. If this history reveals 
the patient belongs in one of six groups which we 
have arbitrarily set up as constituting a criterion for 
comprehensive therapy, he is given pentothal inter- 
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view. These groups, some of which have been previ- 
ously described by Lemere, are as follows: 


1. All patients under 30 years of age. We have 
found this group of patients to respond poorly 
to conditioned reflex therapy alone. 

Patients with a criminal or psychotic history. 
Patients who have relapsed twice following 
conditioning therapy with rehabilitation. 
Those patients whose history is suggestive of 
constitutional psychopathic personalities. 
Those patients commonly classed in the inade- 
quate personality group. 

Those patients not fitting into any of the other 
groups for whom we believe additional help 
will be necessary in order for them to maintain 
total abstinence. This includes recently re- 
turned veterans who have had a large amount 
of combat experience and those having a dif- 
ficult time adjusting to civilian life. 

It also incliides those patients whose lives 
have become extremely difficult because of 
hardships, such as female alcoholics in the 
menopause who have suffered some severe 
psychic trauma. For example, loss of a hus- 
band, a son or similar tragedy. Recently this 
type of case has become quite common. 

If a considerable amount of traumatic material or 
conflict is found in the first pentothal interview it 
may be repeated one or more times or until an 
accurate appraisal of the patient’s personality, psy- 
chic make-up and psychotherapeutic needs can be 
made. The technique of conducting the pentothal 
interview which we employ is as follows: 

The patient is placed in bed in a comfortable posi- 
tion and the arm is fastened to an arm board. One 
and a half grams of sodium pentothal is mixed in 
two hundred cubic centimeters of sterile distilled 
water. This solution is mixed in a standard intrave- 
nous bottle to which is connected a regulation intra- 
venous tubing, with a Murphy-drip attachment. The 
needle is then inserted into the basilic vein and the 
solution is started. The rate of flow is easily con- 
trolled by means of a set screw applied to the tubing. 
Twenty to forty drops a minute usually maintains a 
satisfactory depth of narcosis. The therapist is seated 
near the patient’s head so that the chin may be ele- 
vated if the narcosis should become too deep. One- 
half to one gram of pentothal is all that is usually 
required to conduct a two-hour interview. The re- 
serve quantity of solution is merely an insurance 
against disturbing the continuity of the interview. In 
our hands this technique of administration has 
proven very satisfactory. We believe it offers an 
excellent means of controlling the depth of narcosis 
and we have had no undesirable effects from its 
administration in this manner. 

Some of the advantages of the procedure as a 
diagnostic aid are that it facilitates taking a very 
complete personality history. For this purpose we 
have compiled a lengthy and rather detailed analyti- 
cal questionnaire which quite thoroughly covers not 
only the patient’s drinking history but also his early 
childhood, adolescence, marital history, sexual de- 
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velopment, financial and occupational status and 
many other factors. In this manner the time element 
is greatly reduced. This is of an economic importance 
for many patients and of advantage in those institu- 
tions where the number of admissions makes the 
more time-consuming type of psychiatric analysis 
impossible from a practical standpoint. 


From a psychotherapeutic aspect, treatment, of 
course, is directed toward the goal of maintaining 
permanent and complete abstinence. As pointed out 
by Voegtlin?® the majority of cases automatically 
adjust to their environment if sobriety can be main- 
tained. When the initial pentothal interview reveals 
traumatic or conflict material in the above mentioned 
groups of patients, psychotherapy is begun. It is 
started during the interview and is carried on at fre- 
quent conferences for a period of at least one year, 
the purpose being to assist the patient in adjusting 
to his more difficult problems, and to enable him to 
face reality and still maintain total abstinence. 


We have found pentothal to be helpful in the con- 
duct of this therapy in several different ways. The 
alcoholic is frequently a very sensitive individual. 
Under the narcosis of pentothal he lends himself more 
readily to a careful, thorough and unrationalized 
developmental history. A positive transference is fre- 
quently made in a very short time. Under pentothal 
there has also been noticed a marked release of in- 
hibitions and a lowering of psychic resistances. Also 
the free discussion of conflict material while gradu- 
ally allowing the patient to awaken is beneficial to 
the establishment of insight in certain types of 
problems. 


HYPNOTIC SUGGESTION 


Hypnotic suggestion is also utilized and we believe 
it to be worthwhile in these cases. This is particularly 
true in treatment of alcoholic cases, if the hypnotic 
suggestion is employed in the manner Erickson® 
believes it should be. He states: “Successful hypnotic 
psychotherapy should be systematically directed to 
re-education of the patient, a development of insight 
into the nature of his problems and the promotion of 
his earnest desires to readjust himself to the realities 
of life and the problems confronting him.” Altman,1 
in 1943 also laid particular stress on the role which 
suggestion plays in the use of any hypnotic drug as an 
adjuvant to psychotherapy. 


Table 1 shows the results obtained by pentothal 
interview alone or in combination with other types 
of therapy. A total of 35 patients are reported. A 
much larger series is not reported because sufficient 
time has not elapsed since treatment. However, the 
patients of this group have been observed long 
enough to warrant a review of the results. It should 
be stated that these patients were selected as being the 
most difficult cases found in a series of nearly 4,000 
chronic alcoholics. Previously, they were regarded as 
hopeless cases having failed to respond to other 
types of intensive therapy. The idea of this selection 
was that if any results could be obtained with pento- 
thal interview in this group of unfavorable patients 
we might expect even better results in a more desir- 
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able type of patient. These patients also represent the 
experimental phase of the treatment and much im- 
provement has been made in the manner of admin- 
istration as well as in the method of handling them. 
The results in more recent cases have led us to hope 
that this improvement will be evident in future statis- 
tical evaluation. It should be explained that patients 
who resumed drinking even for a short period of 
time are classed as relapses even though six of the 
seventeen reported as relapsed have since become 
totally abstinent. Their periods of sobriety, however, 
have not been adequate to consider them as “cured.” 

Group 1 represents patients who had received 
conditioned reflex therapy with rehabilitation twice 
previously and had relapsed after both treatments. 
They were admitted to the sanitarium and were given 
pentothal interview and psychotherapy with follow- 
up conferences. No conditioned reflex therapy was 
administered to this group during this treatment 
period. There are nine patients in this group; four 
(44.4 per cent) have remained abstinent. The aver- 
age period of total abstinence which had been main- 
tained by these successful patients when the analysis 
was taken was 18 months. 


Group 2 represents patients who received pentothal 
interview with psychotherapy in addition to condi- 
tioned reflex therapy as an initial treatment. The 
results in this group were not good. However, it 
should be pointed out that they were a very poor 
type of patient and were the most severe type of 
alcoholic. Formerly the patients in this group would 
not have been accepted for treatment because of the 
hopeless prognosis. Three had long criminal histories 
and one was admitted in an acute psychotic state. 
There are seven patients in this group; three (42.8 
per cent) have remained abstinent. The average 
period of total abstinence which had been maintained 
by these successful patients when the analysis was 
taken was 12 months. 


Group 3 shows patients who had relapsed follow- 
ing one treatment with conditioned reflex therapy. 
They were readmitted and given pentothal interview 
with psychotherapy and also conditioned reflex ther- 
apy. This group contains five psychopathic person- 
alities out of a total of eight patients. Four (50 per 
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cent) have remained abstinent. The average period 
of total abstinence which had been maintained by 
these successful patients when the analysis was taken 
was eight months. 


Group 4 is similar to Group 3 except that the 
patients of this group had relapsed two or more times 
following conditioned reflex therapy previous to their 
admission for this treatment. There are 11 patients 
in this group. Seven (63.6 per cent) have remained 
abstinent. The 63.6 per cent of success in this group 
is immeasurably better than we had been able to 
obtain by merely conditioning the patients a third 
time. The average period of total abstinence which 
had been maintained by these successful patients 
when the analysis was taken was 11 months. 


The fact that conditioning procedures did not ap- 
parently play a major role in this group of patients, 
as is evidenced by the fact that patients did nearly 
as well without conditioning as with it, should not 
be construed as meaning that conditioning is of 
little value in other types of cases—for this group 
consists entirely of patients who have either already 
demonstrated that they were not susceptible to con- 
ditioning (because they had already relapsed twice) 
or else belonged to a class which Lemere has already 
indicated as being unsuitable for conditioned reflex 
therapy alone. 


The pratice of giving relapsed patients pentothal 
and psychotherapy alone, as a rountine procedure, 
was abandoned, however for several reasons: First, 
we believe the sincere patient should be given every 
adyantage possible in order to help him overcome 
his illness. Second, we believe that the conditioned 
reflex is of advantage to these patients suffering from 
psychiatric disorders in that it assists them in main- 
taining sobriety during the periods when they are 
trying to adjust themselves satisfactorily to their 
environments. 


SUMMARY 


A discussion of the use of pentothal interview in 
the treatment of 35 cases of chronic alcoholism over 
the period of the last five years is presented. These 
cases were selected from a series of nearly 4,000 
cases of chronic alcoholism because they were the 


TasLe 1.—Results Obtained by Pentothal Interview Alone or in Combination with Other Types of Therapy. 


Type of Treatment 


Number of of 
Patients 


Group 1. Pentothal interview and psychotherapy only. 
This group had relapsed following two conditioned 
reflex treatments 

Group 2. Pentothal interview with psychotherapy plus 
conditioned reflex therapy on initial treatment 


Group 3. Pentothal plus conditioned reflex therapy on 
patients who had relapsed after one conditioned 
reflex treatment 


Group 4. Pentothal plus conditioned reflex therapy on 


patients who had relapsed following two or more 
conditioned reflex treatments 


Average Length 
of Abstinence 
When Analysis 
Taken 


Percentage 


Relapsed Abstinent Abstinence 


44.4% 18 mo. 


42.8% 12 mo. 


50% 8 mo. 


63.6% 
51.4% 
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most difficult type and previously would have been 
regarded as practically hopeless. 

In our opinion pentothal interview is of value as 
an aid to diagnosis in the treating of chronic alco- 
holic addicts. Its use in the production of a state of 
narcosis during which psychotherapy is administered 
in the form of hypnotic suggestion, re-education, 
and narcosynthesis offers promise as an adjunct in 
the treatment of selected cases of chronic alcoholism. 
From experience it is believed to be of value in 
assisting the physician in obtaining a more complete 
psychiatric history through the use of an analytical 
questionnaire. In doing this it is beneficial in help- 
ing to conserve time both for the physician and the 
patient which is an economic advantage. 

Definite conclusions cannot be drawn from a series 
of this length but the results obtained have been en- 
couraging and, we believe, warrant further more 
extensive clinical investigations, which are being 
currently made. 
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California Cancer Commission Studies* 
Chapter VIII 


Malignant Lymphoma 


Ancus Wricnut, M.D., Los Angeles 


. terms malignant lymphoma or malignant 
lymphoblastoma are generally used to designate 
malignant disease of lymphoid tissues. In common 
usage these are spoken of as lymphosarcoma, leu- 
kemia, and Hodgkin’s Disease. The nomenclature 
otherwise is unfortunately highly varied, controver- 
sial, and confusing. 


Detailed classifications are necessarily those based 
largely on morphology and are among the trade tools 
of the pathologist. Such classifications are in a gen- 
eral way of value in estimation of prognosis and 
radiation sensitivity. Gall and Mallory! who have 
made one of the most exhaustive modern studies of 
the subject offer a morphologic classification based 
on a study of some 600 cases. This is readily appli- 
cable to clinical use and has sound histologic and 
clinical correlation. The classification is tabulated 
below along with the terms of more common usage 
as a reference for the individual who might en- 
counter some of the less familiar terms: 


Malignant Lymphoma 
(Classification of Gall and 
Mallory) 


A. Stem cell lymphoma 
B. Clasmatocytic lymphoma 


Various terms commonly 
used. 
Lymphosarcoma group; in- 
cluding reticulum cell sar- 
coma and monocytic retic- 
uloendotheliosis. 


Lymphosarcoma, Lymph- 
atic leukemia (acute and 
chronic) 


. Lymphoblastic lymphoma 
. Lymphocytic lymphoma 


Lymphosarcoma, giant fol- 
licle type, Brill-Symmers’ 
Disease 


. Follicular lymphoma 


F. Hodgkin’s lymphoma Hodgkin’s Disease 


G. Hodgkin’s sarcoma 


The authors of this classification emphasize the 
fact that leukemia of lymphatic type is of incidental 
occurrence in malignant lymphomatous disease and 
that lymph node morphology does not differentiate 
between lymphosarcoma and lymphatic leukemia. 
Hematologic leukemic manifestations have been ob- 


* Organized by the Editorial Committee of the California 
Cancer Commission. 


CORRECTION: 
Dr. John M. Kenney, whose article, “Childhood Cancer,” 


appeared in this section of the November issue of California 
Medicine, is practicing in Santa Rosa, California, not in 
Sonoma as the signature line on the article indicated. 


served in all types of malignancies of lymphoid 
tissues. 

The cause or causes of this group of diseases are 
unknown. Theories and observations related to their 
origins are numerous. 


GENERAL CLINICAL OBSERVATION 


The symptoms which may bring the patient to a 
doctor are many and varied. ‘ 

The onset of disease of this type is usually insid- 
ious. The process may be present in hematologically 
diagnosable form before there is objective or sub- 
jective evidence that anything may be amiss. This is 
illustrated infrequently in individuals undergoing 
periodic physical examination or elective surgery, 
where a routine blood count reveals the presence of 
leukemia. 

Painless swelling of the easily observed superficial 
lymph nodes is the most common early symptom of 
the entire malignant lymphoma group. In some cases, 
the secondary effect of expansive growth of deep 
lymph nodes may first call attention to the presence 
of the disease. Enlargement of mediastinal or bron- 
chial lymph nodes may cause bronchial compression 
with resultant cough. The development of abdominal 
masses due to either splenic enlargement or mesen- 
teric adenopathy is relatively frequent. Tumor masses 
originating in the lymphoid tissues of the stomach 
or intestine may cause mechanical obstructive symp- 
toms or may produce ulceration of the overlying 
mucosa with resultant hematemesis or melena. 

As a result of involvement of bone marrow, there 
is usually a decrease in the number of blood platelets 
so that hemorrhagic signs may appear. Sudden pur- 
puric manifestations unrelated to or disproportionate 
to trauma are relatively frequent. Severe bleeding 
following tooth extraction or other minor surgery 
may occur. Epistaxis or unusual uterine bleeding 
may be the first indication of disease. Weakness or 
asthenia are frequent early symptoms which are, in 
part, related to anemia. 

Unexplained fever is a frequent early finding in 
the malignant lymphomata. Indeed, all of the pa- 
tient’s early symptoms may suggest a low grade 
infection. Vague aching and pain in the extremities 
may be one of the subjective symptoms. 

The general findings may give all of the clinical 
indications of the toxemis of tuberculosis. There is 
frequently unexplained weight loss. 

Occasional patients have an initial complaint of 
generalized pruritis. 
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As previously indicated, leukemia of lymphatic 
type is not differentiated by lymph node morphology. 
The hematologic observation of leukemia is a vari- 
able phenomenon in the group of the malignant 
lymphomata, being observed most frequently in the 
lymphocytic lymphoma and lymphoblastic lymphoma 
groups of the classification of Gall and Mallory, and 
with equal rarity in their Hodgkin’s lymphoma and 
stem cell lymphoma groups. Leukemia is not re- 
garded, then, as a specific disease entity but rather 
as one of the objective findings in this general group. 

The final classification and diagnosis of this entire 
group ts dependent upon histologic examination. 


LYMPHOSARCOMA-LYMPHATIC LEUKEMIA GROUP 


Under this broad heading may be included the 
stem cell, the clasmotocytic, the lymphocytic, the 
lymphoblastic, and the follicular lymphomas of the 
morphologic classification. Although these different 
types show slight individual differences in averages, 
such as in age incidence, they all exhibit the same 
general characteristics of the malignant lymphoma. 


HODGKIN’S DISEASE 


On the basis of the morphologic classification the 
most commonly encountered lymphoid malignancy is 
Hodgkin’s Disease. As in all of the other malignant 
lymphoblastomata there is a definite preponderance 
of males in sex incidence which approximated 3:1. 

Commonly a generalized disease involving the 
superficial and deep lymphoid tissues as a dissemi- 
nated disease, Hodgkin’s is rarely seen as an isolated 
primary growth originating apparently in the lymph- 
oid tissues of a viscus such as the stomach or small 
bowel. 

More so than the other lymphomas, Hodgkin’s 
Disease is the picture of an infection with febrile 
manifestation (50%-59% )! which occasionally may 
be accompanied by ague-like chills. The intermittent 
fever of Pel-Ebstein type occurs with some frequency 
but is not by any means invariable. Eosinophilia al- 
though observed occasionally is not seen frequently 
in the hematologic picture. Cutaneous lesions are of 
infrequent occurrence although rarely seen as an ini- 
tial manifestation. Visceral lesions as mentioned 
above may be primary. Rare cases of primary pul- 
monic involvement are seen. 


DIFFERENTIAL DIAGNOSIS 


Diagnosis of disease of lymphoid tissue must con- 
sider inflammatory processes, as well as malignancy. 
The grave portent of the diagnosis of lymphatic 
malignancy should demand that consideration of all 
other possibilities be exhausted before final classifi- 
cation is made. 

The lymphatic tissues, as a series of filters in the 
lymphatic channels which transport particulate mat- 
ter and substances in solution, respond readily to 
injury with inflammation and hyperplasia. The 
common result of such response is lymph node 
enlargement. 

It is possible for any of the inflammatory lesions 
of lymphoid tissue to simulate malignancy both in 


BEARING AREAS 387 


clinical manifestation and microscopic appearance. 
Syphilis can be overlooked and misdiagnosed as 
malignancy. Other inflammatory lesions have been, 
and undoubtedly will be, similarly misinterpreted. 
The following outline is meant to illustrate in a gen- 
eral way the various inflammatory lymphadenopa- 
thies which may masquerade as malignancies and 
which, therefore, should be considered: 


CAUSES OF INFLAMMATORY LYMPHADENOPATHY 


. Local acute lymphadenitis: 
1. Acute focal pyogenic infections. 
2. Primary specific infections. 
(a) Syphilis (“cryptic” chancre). 
(b) Other infectious granulomas. 
(c) Acute lesions of lymphogranuloma venereum. 
(d) Tularemia with occult primary lesion. 
(e) Bubonic plague (endemic in California) . 
. Local chronic lymphadenitis: 
1. Chronic pyogenic infection. 
2. Chronic specific infections. 
:. Acute generalized lymphadenitis: 
1. Infectious mononucleosis. 
. Infectious lymphocytosis. 
. Leukemoid reaction. 
. Exanthematous infections. 
. Infectious granulomata. 


. Infectious granulomata. 
. Tularemia. 

. Undulant fever. 

. Glanders. 


As the outline indicates, the infectious granu- 
lomata may be the cause of lymphadenopathy, 
whether local, generalized, acute, or chronic. Some of 
the more obscure infections, such as glanders (b. 
mallei), tularemia, and undulant fever, are more 
likely to be overlooked because of their infrequent 
incidence. 


2 
3 
4 
o 
. Chronic generalized lymphadenitis: 
1 
2 
3 
4 


Infectious mononucleosis, even today, is mistaken 
for leukemia or other of the malignant lymphomas. 
The heterophile antibody test is not infallible in diag- 
nosis. There are certain cases which do not ever 
demonstrate the heterophile phenomenon. Early in 
the disease, the test is frequently negative. Diagnosis 
requires competent hematologic examination. 


Infectious lymphocytosis undoubtedly has been 
mistaken for lymphatic leukemia as have pertussis, 
infectious parotitis, measles, and other of the acute 
infections of childhood which produce lymphatic 
reaction. 


Leukemoid reaction is seen occasionally, particu- 
larly in childhood, when the lymphoid tissues are 
more active and labile. These tissues frequently re- 
spond to injury with dissemination of immature, 
toxic appearing leukocytes into the peripheral blood. 
This type of reaction is undoubtedly the entire source 
of the “recovered” cases of leukemia. 

In patients showing lymphadenopathy, whether 
generalized or regional, where the process cannot be 
attributed to inflammation, the possibility of malig- 
nant lymphoblastoma should be borne in mind and 
the use of lymph node biopsy considered, particu- 
larly in those cases where apparent inflammatory 
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association is demonstrated but where the nodes fail 
to regress. 

In any case with hemorrhagic manifestations, 
examination of the blood for evidence of malignant 
lymphoblastoma is warranted. 

With involvement of the deeply situated mediasti- 
nal or abdominal lymph nodes, there may be evidence 
of the systemic effects of the malignancy without ex- 
ternally demonstrable tumor. Lesions of this charac- 
ter are difficult to demonstrate by any other means 
than x-ray. 

Lymphadenopathy, particularly in the cervical re- 
gion, may be the result of “silent” primary car- 
cinomas of oral and nasopharyngeal origin. Less 
frequently carcinoma in other situations may give 
rise to distant or widespread involvement of lymph- 
oid tissues. 


BIOPSY 


Diagnosis in the great majority of the cases of 
this group is dependent upon biopsy. 

In the performance of biopsy one cannot over- 
emphasize the importance of certain technical con- 
siderations which are briefly enumerated: 


1. Selection of area for biopsy: 

If there is a choice of biopsy site, lymph nodes 
from the inguinal area should be avoided. These 
nodes commonly show chronic inflammatory changes 
which frequently are of such severity that they are 
not suitable for diagnosis. 


2. Selection of individual lymph nodes: 


It is preferable to select the largest, or one of the 
largest, lymph nodes, rather than one which is only 
slightly enlarged. This statement is made on the basis 
of the fact that the larger lymph node will offer a 
more representative picture of the disease process. 
The small node may not even be involved. 


3. Avoidance of trauma to biopsy tissue: 


The biopsy is performed to obtain information by 
microscopic examination. Therefore, all considera- 
tion should be directed to the care of the biopsy 
specimen. In process of removal it should not be 
compressed by clamps or forceps. Compression of 
even slight degree causes traumatic artifacts of the 
extremely delicate lymphoid tissues so that they may 
be rendered unfit for examination. After removal, 
the specimen should not be palpated, incised, 
squeezed, or massaged, but given to the pathologist 
at once. 


4. Care of tissues when the biopsy is to be mailed: 


When the tissue is to be mailed to a pathologist 
and will be any time in transit, it is wise in order 
to insure fixation, to incise the tissue with a sharp 
knife in its midline long axis and from one of the 
pieces cut a slice of tissue measuring no more than 
4 mm. in thickness. The tissues should then be placed 
immediately in a volume of fixative at least 10 times 
that of the tissue. Choice of fixatives varies as do 
pathologists. For general purposes, readily available 
10 per cent formalin is satisfactory. 


Vol. 67, No. 6 


5. The pathologist should always be supplied with 
complete blood count and Wassermann reports and 
a blood smear should be sent with the biopsy 
specimen. 


TREATMENT 


Roentgen radiation is the only form of therapy 
which has proved to be effective in any significant 
degree as demonstrated over a period of years on 
large numbers of cases. The malignant lymphomata 
as a group react favorably and rapidly to relatively 
small amounts of radiation. It is occasionally ob- 
served that radiation of a single group of lymph 
nodes involved in a lymphomatous process will re- 
sult in coincident reduction in size of involved lymph 
nodes in other body areas. The beneficial effects of 
Roentgen radiation are effective in palliation, pro- 
longation of life, and in relief of obstruction, but are 
not curative. Tumors may reappear in treated areas 
immediately after completion of a course of therapy. 
Initial resistance to radiation therapy was encoun- 
tered in 9 per cent of all of the cases studied by 
Gall and Mallory. Terminally, in some cases there is 
a marked resistance to irradiation. 


Radio-active phosphorus has been used extensively 
in the treatment of malignant lymphomas. The re- 
sults have been disappointing. In general, it has 
proven to be less effective than x-ray therapy.*® The 
material has been used experimentally and is not 
available for general distribution. 


Nitrogen mustard therapy (the use of hyoginated 
akyl amines), has been the subject of recent studies 
and the reports are somewhat favorable. These re- 
ports indicate that some cases resistant to radiation 
respond favorably to nitrogen mustards and that 
following such therapy responsiveness to radiation 
may be increased. Goodman, et al.,? make the follow- 
ing comment in discussion of their recently published 
results: “Although indications and contraindications 
for the use of nitrogen mustards remain to be estab- 
lished definitely, it is felt that these agents are de- 
serving of further clinical trial in Hodgkin’s Disease, 
lymphosarcoma, and leukemia. Like radiation, they 
do not cure.” 


SURGERY 


The accepted concept of the malignant lymphoma- 
tous diseases is that they are the expression of a gen- 
eralized disseminated process. There are, however, 
well authenticated, histologically verified cases where 
removal, or intensive irradiation, of a solitary local- 
ized visceral or skeletal lesion has been curative. 
Although the number of these cases is small, the 
definite character of the lesion and the possibility of 
favorable result should justify consideration of sur- 
gery where there is a demonstrated solitary lesion. 
Lesions of the tonsil and gastro-intestinal tract are 
the ones most likely to be cured by radical treatment. 


PROGNOSIS 


Prognosis in the average case in this disease group 
is most doleful. It is possible, on the basis of histo- 
logic classification of the lesion, to determine prog- 
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nosis in a general way insofar as survival period is 
concerned. The less differentiated lymphoblastic lym- 
phomas, the stem cell lymphomas, and the clasmoto- 
cytic lymphomas show a very small percentage of 
cases with five-year survival. The more differentiated 
follicular lymphoma and lymphocytic lymphoma 
show approximately 50 per cent of the total number 
which survive for five years after diagnosis. Hodg- 
kin’s sarcoma which represents only a small percent- 
age of the total is a much more malignant form of the 
disease than Hodgkin’s lymphoma which shows five- 
years survivals in roughly one-third of the cases. 


BIOPSY CHRONIC LYMPH NODES 
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EDITORIALS 


Antiviral Processes 


LaMBerT B. CoBLEnTz, San Francisco 


Viruses may be thought of as tiny living parasites, 
which have degenerated from higher forms of life 
such as bacteria and protozoa and which borrow 
energy, supplies and organization from the host cell. 

Although a scarcity of antiviral processes exists 
in nature, several diverse considerations can be 
brought to bear in the study of them. The degenera- 
tion of higher forms of life which leads to viruses 
consists in the loss of one functional unit after an- 
other, with corresponding borrowing from the host 
cell, to which the virus soon becomes a complete 
parasite. Presumably these functional units are 
enzyme systems. Ultimately only a single unit may be 
postulated, which is a self-duplicating unit borrowing 
entirely the energy and organization of the cell. 

Using this hypothesis, it is possible to visualize a 
corresponding line of chemotherapeutic agents, and, 
in part, facts may be mustered to support the idea. 
Thus bacteria and protozoa are susceptible to the 
action of many chemotherapeutic agents. Pleuro- 
pneumonia organisms and leishmanias, which are 
one step smaller, though not completely parasitic, 
are susceptible to treatment with heavy metals. 
Descent to the lymphogranuloma and _psittacosis 
group and to the rickettsias, where parasitism is obli- 
gate, still does not remove the microorganisms from 
attack by sulfonamides and penicillin, and by para- 
aminobenzoic acid, respectively. The final step to 
viruses proper is not a great one, and hence is to be 
anticipated in due course of time. 

The first of the antiviral processes is the natural 
one of antibody production. Thus, active immuniza- 
tion against smallpox is of the highest order, while 
immunization to influenza, rabies, certain encepha- 
litides, and, experimentally, even to measles and 
mumps, is more or less highly developed. Passive 
immunization is less rewarding, partly because its 
effect appears to be limited to a few virus infections 
in which man is the only convenient host, and hence 
the production of antibody in another species is im- 
possible; and partly because the inaccessibility of the 
virus, hidden as it is within the host cells, prevents 
contact with antibody. Nevertheless, measles virus is 
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subject to destruction by antibody, perhaps during 
its fleeting extracellular periods, and the disease is 
amenable to favorable influence by antibody pre- 
formed in another human—whether presented as 
blood from convalescents, or from pools of adults 
most of whom will have had the disease. In the sec- 
ond case it is most elegantly available as gamma 
globulin. The blood of patients convalescent from 
mumps and from infectious hepatitis may also con- 
tain antibodies which can influence the course of the 
corresponding diseases. 

A second process, also using natural mechanisms, 
is based on the “interference phenomenon.” In this 
situation, the presence of one virus within a cell may 
prevent or interfere with the entry of a second virus 
into the same cell. Thus, it is possible in some in- 
stances, to protect the organism from a harmful virus 
by a harmless one. In the best example, fox distemper 
may be limited by the injection of an attenuated 
variant, even when the latter is given some days after 
the time of the original infection. 

In addition to natural antagonisms, man-made 
antiseptics may also be turned against viruses. The 
strong, heroic antiseptics like phenol are, of course, 
not applicable within the body, unless perhaps as 
caustics to destroy rabies virus in a wound. Mists 
of triethylene glycol, however, may be used to in- 
activate influenza virus in a room or ward. 

Greater interest is aroused by the more subtle anti- 
septics. These are compounds of gentle action, which, 
probably by successful competition with necessary 
metabolites, in one way or another result in the death 
of a pathogenic organism without harming the host. 
With the precedent of the sulfonamides, the anti- 
biotics, and quinacrine, such action against viruses 
is plausible, notwithstanding the protected intra- 
cellular position of the virus; and, in fact, minor 
effects have been demonstrated by several workers. 
Metabolites normally enter and leave cells freely, and 
in altered form this travel should still be possible. 

Processes useful in seeking out the virus without 
harming the cell are still largely speculative, but the 
problem appears to be far from hopeless. 
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CLINICAL CONFERENCE 


Treatment of Diarrhea in the Infant 


A condensed report of the presentation made by Doctors 
Paul Freeman, John Castiglione, Alfred Fisher, and Paul 
Betzold at a staff conference at Children’s Hospital of the 
East Bay, Oakland, California, May 6, 1947. Service of Dr. 
Clifford Sweet. 


Dr. Paut FREEMAN: In the past few years there 
has been a vast increase in the knowledge of metab- 
olic disturbances incident to dehydration and starva- 
tion. The increased availability of various fluids and 
specific nutrients concerned in the treatment of such 
disorders has resulted in more successful therapeutic 
measures, and has increased the responsibility of 
the physician in the administration of fluids. Our 
purpose here is to very briefly outline the available 
data on the proper use of parenteral fluids. 

An estimate of the maintenance requirements of 
the resting child is an obvious prerequisite to the 
logical use of parenteral fluids in the sick child, and 
in Charts 1 and 2 we have represented the daily main- 
tenance requirements of water, salt, calories, and 
protein, for resting infants and children. Note that 
the infant’s water loss is about five times that of the 
adult’s per unit of body weight. 


Cuart 1.—Water Loss of the Resting Child 


Total Loss 
300 to 840 cc. 


Usual Water Allowance 
300 to 1000 ce. (60 cc/Ib.) 


840 to 1500 ce. 1000 to 1800 cc. (35-45 ce/Ib.) 


140 Ibs. ......1500 to 2100 cc. 1800-to 2500 ce. (20-25 cc/Ib.) 


It is just as important to see that these allowances 
are not grossly exceeded as it is to see that they are 
met, especially with respect to sodium chloride. A 
glance at the charts will show that if all the daily 
water requirements were given as normal saline solu- 
tion, the salt requirements would be exceeded by 
some 500 per cent, which would result in harmful 


retention, generalized edema, and a decrease in 
urinary volume. This oliguria might be interpreted 
by the unwary physician as an indication for more 
fluids, as a sign of circulatory failure or renal in- 
sufficiency, or, if the patient were receiving a sulfona- 
mide, as a sulfonamide-oliguria. This latter interpre- 
tation might result in the discontinuance of a needed 


drug, or if the drug were continued, might indeed 
result in needless hematuria because of the oliguria. 
For these important reasons, the daily maintenance 
requirements of sodium chloride should not be 
greatly exceeded. 

As in the past, the daily caloric requirements are 
supplied by dextrose parenterally, and, in such ad- 
ministration, the dextrose has reduced the endo- 
genous protein catabolism to a minimum, thus acting 
as a body-protein-sparing agent. Today we can supply 
at least the basic protein requirements by the addi- 
tion of amino acids to the parenteral fluids. Enzy- 
matic hydrolysates of casein and pancreatic tissue 
which supply all ten of the essential amino acids have 
been available commercially for some time. If such a 
preparation is used, the concentration in the infusion 
should not exceed 5 per cent, since too rapid admin- 
istration may result in vomiting hyperpyrexia, poly- 
uria, and venous thrombosis. However, these amino 
acid preparations have not replaced blood and 
plasma as a means of supplying the daily protein re- 
quirements, and in the presence of anemia whole 
blood is specificially indicated. If hemoconcentration 
exists, plasma should be used to furnish the protein. 

From Charts 1 and 2 the needs of the infant in 
terms of water, calories, salt and protein can be 
calculated. It is not possible to supply the mainte- 
nance needs as outlined here by clysis or by short 
intravenous infusions and clyses. A continuous intra- 
venous drip is the method which should be used, and 
the rate of infusion should be limited by the ability 
of. the child to oxidize the dextrose. This has been 
shown to be about 4 cc. of 10 per cent dextrose solu- 
tion per pound per hour. Solutions given in excess of 
this rate produce a significant hyperglycemia and 
glycosuria, which of themselves have a dehydration 
effect, and may in addition exert a deleterious effect 
upon the kidneys and pancreas.* Whole blood or 
plasma transfusions at frequent intervals during the 
course of the parenteral therapy are required to sup- 
plement such fluids, and since whole blood supports 
blood and plasma volume better than plasma, it 
should be used unless there is a specific contra- 
indication. 

Up to this point we have been discussing the main- 
tenance needs of the patients who are unable to take 


Cuart 2.-—Daily Basal Maintenance Requirements of Calories, Salt, Protein 


Caloric (Gm. dextrose) 
30 Cal/Ib. or 7.5 Gm/Ib. 
28 Cal/Ib. or 6.5 Gm/Ib. 

.. 15 Cal/Ib. or 3.5 Gm/Ib. 


Size 
Young infants 
Older infants 
Children 


* Blood and plasma are considered 5 per cent protein, or 5 Gm. 


Salt (Normal Saline) f 
1 Gm. or 125 ce. N.S.S. 
1 Gm. or 125 ce. N.S.S. 
80 cc., plus 2% cc/Ib. N.S.S. 


Amino Acids* 
0.75 Gm/Ib. 
0.5 Gm/Ib. 
0.3 Gm/Ib. 


per 100 ¢ 


+ Blood and plasma are considered to be half normal saline solution. i.e., 100 ec. supplies 0.45 Gm. salt. 
{ Lactate-Ringer’s solution contains 0.6 Gm. sodium chloride per 100 ce. 
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oral feedings. Such patients, when first seen, are 
usually suffering from starvation and dehydration; 
therefore, an estimate of the amount and quality of 
their fluid losses must be made and appropriate re- 
pair needs provided parenterally in addition to their 
maintenance requirements. The most reliable method 
for determining the amount and quality of loss of 
body fluids is by a careful history and clinical ap- 
praisal, evaluating particularly the length and sever- 
ity of fluid loss by diarrhea or vomiting, the weight 
loss, tissue hydration and urine volume and concen- 
tration. Laboratory confirmation of the clinical im- 
pression is desirable, the hemoglobin, hematocrit, 
blood proteins, chlorides, and carbon dioxide com- 
bining power being especially useful. 


Since for practical purposes all of the weight loss 
sustained by a dehydrated, starved patient is simple 
loss of water, this entire weight loss as estimated -by 
the physician should be replaced with 24 hours of 
hospital admission by appropriate parenteral fluids. 
In addition, the maintenance needs for this period 
must also be met. 


In Chart 3 is presented an assumed problem of a 
dehydrated acidotic infant of 5 kilograms and shows 


Cuart 3.—Calculation of Needs of a Dehydrated 5 Kilogram 
(11 Pound) Infant 


Fluid Loss: Estimated :* 
1. Weight before dehydration 
2. Weight after dehydration 
Sie NAN tS a at cristae 
or 600 cc. water 
4, Extracellular fluid loss (1% of total) 
5. Intracellular fluid loss (44 of total) 
Provision For Replacement: 
1. Mixture of 1 part sixth molar sodium lactate and 
two parts normal saline for extracellulor fluid 
loss 
2. Serum for protein depletion 
3. Blood for Hgb. and protein depletion 


600 Gm. 


* Where weight prior to dehydration is not known, re- 
placement may be undertaken by the following estimation: 
for severe dehydration, 10 per cent of body weight should be 
replaced ; for mild dehydration 5 per cent of body weight 
should be replaced. 


his approximate parenteral needs over and above his 
maintenance requirements. Had this child been a 
dehydrated alkalotic patient (with, for example, 
pyloric stenosis) the extracellular fluid losses would 
have been replaced with normal saline solution be- 
cause of the need for a higher concentration of chlo- 
ride ions. The two solutions which are recommended 
as physiologically most suited for the repair needs of 
the extracellular fluids are (1) normal saline solution 
in cases of alkalosis, and (2) a combination of one 
part sixth molar sodium lactate with two parts normal 
saline solution for cases of acidosis. It should be 
remembered that normal saline solution is hypertonic 
with respect to the chloride ion of the blood. 

Three points presented here we feel to be worthy 
of special emphasis: 

1. The injudicious use of excessive amounts of nor- 


mal saline solution in attempting to hydrate a patient 
may quickly lead to water retention. 
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2. Too rapid administration of dextrose, if long 
continued, may result in harmful glycosuria, hyper- 
glycemia, and diuresis. 

3. The most complete parenteral fluids available 
today are inadequate with respect to certain intra- 
cellular needs, and the necessity of initiating oral 
feedings as soon as possible must be clearly borne in 
mind. (The source of the material in this discussion 
and in the charts presented is largely the work of 
Butler and Talbot of Boston.') 


CASE PRESENTATION 


Dr. CAsTIGLIONE: With the introduction afforded 
by Dr. Freeman’s discussion, I wish to present the 
case of a child in whom we feel that the maintenance 
of hydration by parenteral therapy was inadequately 
controlled. 

A five months old infant was first admitted to the wards of 
Children’s Hospital on February 11, 1947. The history was 
of an upper respiratory infection of three days’ duration 
which had become complicated by deep cough, diarrhea, and 
fever of 106 degrees. Treatment was directed initially at 
the diagnosed bronchopneumonia and otitis media, and the 
diarrhea subsided almost immediately. Antibiotic therapy 
was successful, and the child gradually improved. On the 14th 
hospital day a complicating hemolytic staphylococcal pyelo- 
nephritis caused a rise in temperature and a few loose bowel 
movements, but this urinary infection was controlled by sulfa- 
diazine. The patient was discharged as improved on the 20th 
hospital day. She had lost a total of 1 pound 9 ounces during 
hospitalization. 

Three days following discharge she was returned to the 
hospital with the story of having had 22 large watery stools 
in the preceding 24 hours. She had vomited twice and had 
been extremely listless. The temperature on entry was 103.6 
degrees. Weight was 12 pounds 12 ounces. Examination re- 
vealed a limp, unresponsive, extremely toxic baby, with a 
distended, tympanitic abdomen. No evidence of parenteral 
infection was found. An infusion and a clysis were given 
immediately and oral feedings were started in 12 hours be- 
cause no diarrhea had been noted. All feedings were imme- 
diately vomited, however, and diarrhea again resumed. 

Intravenous alimentation was begun and sulfadiazine and 
penicillin given. At first there was some improvement in the 
extreme toxicity, but a hectic febrile course started on the 
third hospital day, with spikes of fever to 105 or 106 degrees, 
and the baby expired on the ninth hospital day, the 35th day 
since onset of illness. Bowel movements were not exceed- 
ingly frequent, numbering three to four per day, but they 
were massive in volume. 

Laboratory work revealed little of significance. An initial 
leukocytosis subsided by the seventh day. Hemoconcentration 
of 18 Gm. Hgb. on entry had fallen to 9 Gm. by the sixth day, 
and transfusions were given. Blood, urine and stool cultures 
were negative, and blood sugars were normal. 

Postmortem examination was complete, but revealed only 
the following significant findings: 

1. Acute catarrhal enteritis with agonal intussuseptions. 

2. Generalized anasarca. 


Because of the severe persistent toxemia and hyper- 
pyrexia, the continued downhill course of this patient 
led to the fatal outcome. It was a shock to us, how- 
ever, to find at postmortem the marked anasarca, 
with serous fluid in all body cavities. We therefore 
set out to review our treatment and to determine, if 
possible, the sources of our errors in the application 
of the principles of parenteral therapy. 
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We first recalculated the fluid and salt require- 
ments, using the method outlined by Dodd and Rap- 
paport? in their discussion of parenteral alimenta- 
tion of infants with diarrhea. By their standards 
(which were modified from those figures determined 
by Talbot and Butler) the estimates of fluid need 
shown in Chart 4 were derived. The actual fluid that 
the baby received is indicated on Chart 5. 

A review of these data makes more apparent cer- 
tain errors of treatment: 

1. Initial failure to evaluate the infant properly and 
to make up her replacement fluid needs; and, 
throughout the period of hospitalization, administra- 
tion of an excess of saline and total fluid. 

2. The choice of types and amounts of parenteral 
fluids was based upon clinical appraisal of the pa- 
tient, without use of serial laboratory measurements 
to check the blood chloride, the state of hydration, 
and the acid-base balance of the infant. (Dodd has 
emphasized the unreliability of clinical judgment 
alone in estimating mineral losses in diarrheal 
states.” ) 

3. The use of continuous intravenous infusion 
through a cut-down needle necessitated the admin- 
istration of fluids for 24 hours a day. This led un- 
wittingly on several occasions to giving too great a 
volume of fluid through inability to control the rate 
of flow accurately enough. 

4. The caloric needs were not completety covered 
by glucose. Thus the amino acids administered were 
of necessity utilized for energy by the child rather 
than as building-stones for body repair processes. 

The massive accumulation of water and salt that 
we found in all tissues at postmortem was, in part at 
least, the result of these errors. To avoid such mis- 
takes in the future, we have agreed upon the follow- 
ing measures in our treatment of dehydration. 

1.:For all patients for whom we feel more than 
minimal parenteral administration of fluids is indi- 
cated, careful calculation of basic and replacement 
need, using such figures as we have presented here, 
will precede the inauguration of therapy. 


Cuart 4.—Basic Maintenance Requirements of a 13 Pound Infant 


Basal Need 
1 Gm. NaCl or 125 cc. normal 
saline sol. or 160 cc. lactate Ring- 
er’s sol. or 250 cc. blood, plasma. 
20 Cal/lb. or 5 Gm. glucose/Ib. or 
1300 cc. 5% glucose or 650 cc. 
10% glucose. 
1 Gm/Ib. or 100 ce. 15% amino 
acid sol. or 300 cc. blood, plasma. 


SALT 


CALORIES 


PROTEIN 


Replacement 

5% of 13# or 350 cc. 
salt - containing fluid 
as N.S.S. 

None unless addi- 
tional needed to com- 
bat acidosis. 

4 to % of salt-con- 
taining fluid for re- 
placement should be 
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2. More frequent use will be made of laboratory 
procedures in confirming or altering our clinical 
impressions as to state of hydration, with special 
reference to the amount of salt required. 

3. We are developing a technique of utilizing con- 
tinuous intravenous infusions into the scalp veins of 
infants. In this way we hope to meet the daily fluid 
requirements within a period of 18 hours, thus allow- 
ing the child intervals free of restraints when he can 
have full activity and during which time he can be 
weighed and bathed. This will obviate the round-the- 
clock need for fluid administration in order to keep 
a cut-down needle clear. 

4. A system of charting the fluids administered, 
modified after Dodd, is being used and is proving an 
excellent means of careful daily control of our paren- 
teral therapy. 

While we do not believe that our errors in the care 
of this patient were primarily responsible for her 
death, we do feel that the analysis of our handling of 
her has been of great value to us, and we have pre- 
sented her case here in an effort to share what we 
believe to be important considerations in the treat- 
ment of diarrhea in infants and children. 

Dr. Horowitz: Our residents here do not have all 
failures. They have had many successful cases. One 
for which the House Staff may take much credit will 
be presented by Dr. Betzold. 


CASE PRESENTATION 


Dr. Betzotp: An eight-day-old female entered the hospital 
January 3, 1947, having been born on Christmas of 1946 
after a seven-month gestation, with a birth weight of 4 
pounds, 10 ounces. The history prior to admission was only: 
“The child vomited on several occasions. The reason for trans- 
fer is lack of room at the referring hospital.” The family 
history was non-contributory. Physical examination revealed 
a 3 pound, 12 ounce infant who was described as “looking as 
though it were hung together with strings.” The baby was 
active, with a good cry, and responded vigorously to stimula- 
tion. No positive findings were noted save for irregular 
respirations, with shallow breaths followed by deep sighing 
respirations. The routine blood and urine tests were normal, 


Total 


125 ce. normal saline solution daily. 475 cc. 
salt-containing fluid Ist day as N.S.S. 


650 cc. 10% glucose or 1300 cc. 5% glucose. 
300 cc. blood, plasma, or amino acid sol. 


daily; 250 cc. blood or plasma Ist 24 hr. as 
part of salt replacement. 


blood or plasma. 


FLuip 60 cc/Ib. or 800 ce. daily. 
250 ce. 
350 ce. 
650 ce. 


Daily thereafter: 
125 ce. 
100 ce. 
650 ce. 


Summary: First 24 hr. plasma. 


10% glucose in water. 


10% glucose in water. 


See SALT, PROTEIN. 


1375 ce. Ist day, 800 ce. daily thereafter. 


10% glucose in normal saline sol. 


normal saline sol. mixed with 
15% amino acid sol. mixed with 


To be given at rate of 60 cc. per hour over 15 hrs/day. 
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and the Kahn was negative. Routine premature care was 
established, and for four days the infant gained well to 4 
pounds, 1% ounces. It then developed a diarrhea, with weight 
loss, dehydration, weakness and debility despite transfusions, 
parenteral protein therapy, vitamins, clyses, and general sup- 
portive measures. A persistent dusky cyanosis developed 
which was not helped by oxygen, and a greyish pigmenta- 
tion of the skin was reported. At four o’clock on the morning 
of February 10 a progress note was written. It describes the 
infant as follows: “Respirations irregular, color poor, slow 
jerking movements of head and extremities. Thighs, vulva, 
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and lower abdomen distended with clysis fluid. Color im- 
proved by oxygen but still dusky. Has had one loose yellow 
stool during the night. Impression: diarrhea with toxic mani- 
festation, uncontrolled.” At this time calcium gluconate was 
administered intravenously to combat the convulsions, and 
the condition of the child improved. Later that day the blood 
sugar was recorded as 43 mgm. per cent. Because of the low 
blood sugar, desoxycorticosterone acetate therapy was be- 
gun with an initial dose of 2.0 mgm. and then 0.5 mgm. daily. 
From this time the progress notes indicate continuous im- 
provement in the child’s condition. The diarrhea subsided, 


Cuart 5.—The Broken Lines Indicate the Calculated Requirements and the Dark Lines the Actual Amounts the 
Baby Received 


TOTAL 


Parenteral saline 
CCe 


Entry 


Calories 


Fluid cc. 


(Total by mouth and 
parenterally) 


Days after entry 


* Note that Dodd and Rappaport set no upper limit of total fluid administration, 
but restrict carefully the salt intake. 
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respirations became stronger, the hydration improved, and 
the child began to eat better. A gain in weight accrued gradu- 
ally at first, more rapidly later, and despite a few episodes of 
mild diarrhea, there was continuous gain in weight and in- 
crease in strength. Blood sugar on February 25 was 83 mgm. 
per cent. On March 3, the cortical hormone dosage was re- 
duced to 0.5 mgm. every other day and was discontinued on 
discharge, April 5, when the baby weighed 6 pounds, 4 
ounces. : 

Three weeks later the child was seen. She weighed 8 
pounds, 6 ounces and was a well-nourished child with no 
evidence of disease. Hydration was excellent, with a good 
layer of subcutaneous fat. The mother stated that the baby 
was active and well. 


Dr. Fisher, who followed this case, and whose 
name appears frequently on the chart, will discuss it 
in relation to the use of the adrenal cortical hormone 
in diarrheal disease. 

Dr. FisHER: The problem of the newborn who 
develops diarrhea without apparent cause shortly 
after dismissal from the hospital, who fails to become 
hydrated despite adequate parenteral therapy, who 
refuses to take more than one or one and a half 
ounces each feeding (and may even throw up a good 
part of that), and whose weight steadily decreases, 
constitutes a perennial problem to the pediatrician. 

In the December, 1946, Journal of Pediatrics, Dr. 
J: C. Jaudon* reported a series of nine cases in 
which findings were similar; namely, general debility 
and weakness, appearance of impending shock, and a 
marked tendency to dehydration despite adequate 
parenteral fluid therapy. All were cases showing little 
hope of recovery, and in which any form of therapy 
seemed justifiable, regardless of its drastic character. 
Several of the infants showed blood sugar values be- 
tween 10 and 20 mgm. per cent. Four patients had 
anorexia and loose stools from the early days of life 
without evidence of infection. Two others developed 
diarrhea in association with a staphylococcus septi- 
cemia, the latter responding well to penicillin therapy, 
but the loose stools and downward course persisted 
until adequate therapy was instituted. 

The solution to these problems seems to be adrenal 
cortical hormone which produced such dramatic re- 
sults in Jaudon’s series and certainly aided our pa- 
tient. In explaining the rationale of this therapy, 
Jaudon points to the anatomical structure of the 
adrenal gland during intrauterine life—the gland 
being composed primarily of fetal cortex or andro- 
genic zone, with only a small rim of closely packed 
cells, the true cortex, forming a sheath about the 
others. Immediately following birth, the androgenic 
zone begins a rapid involution, while the rim of the 
true cortex commences to enlarge, probably due to an 
increased demand for its secretion. The question is 
posed, “Could there not be a phase of physiologically 
low activity during the period of transition?” If true, 
this concept would explain some of the deaths of 
premature and newborn infants in the first few weeks 
of life, which are preceded by periods of prolonged 
unexplained debility not responding to therapy. It 
would also shed some light on the course of certain 
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infants who fail to rally despite the eradication of the 
disease which initiated the disability. McKittrick ® 
and Ketteringham® have shown that almost all in- 
fants display a physiological hypoglycemia during 
the first few days of life which might be interpreted 
as a disturbance of carbohydrate metabolism sec- 
ondary to low adrenal function. The rapidity with 
which glycogen disappears from the newborn liver 
also suggests adrenal hypofunction. 

Each of Jaudon’s infants received adrenal cortical 
hormone either as extract of beef or pig adrenal or as 
the synthetic desoxycorticosterone acetate, although 
all ended up on gradually decreasing doses of the 
latter. Dosage ranged from 0.5 to 5.0 mgm. of syn- 
thetic preparation, depending upon the physiological 
response. With recovery, the dosage was gradually 
reduced over a period of three to four weeks. All 
infants save one one were returned home completely 
weaned from the drug. 

Jaudon makes a strong plea against the indiscrim- 
inate use of the hormone in large dosages, as it is 
far from innocuous. In combination with a large 
intake of sodium chloride, it has been shown experi- 
mentally to produce degenerative lesions in the arte- 
rioles of the brain, kidney and heart. In addition, it 
is theoretically possible to cause permanent atrophy 
of the adrenal cortex by prolonged or unwarranted 
administration of the hormone. This was exemplified 
by one case in this series who required a daily main- 
tenance dose following administration for several 
months. 

In summary, may I point out the signs of adrenal 
insufficiency in infancy, as corroborated by animal 
experimentation: a pronounced tendency to dehydra- 
tion, asthenia, weight loss, hypoglycemia, anorexia, 
intermittent vomiting, loose stools, and failure to gain 
weight. The newborn infant who manifests any or 
all of these signs, without apparent reason, or the 
ailing child whose bacteria have been eliminated but 
who still fails to rally, must be strongly suspect of 
adrenal cortex insufficiency and the diagnosis sub- 
jected to laboratory confirmation. The blood sugar 
will probably be low, as well as the blood sodium and 
chloride; while the potassium level usually will be 
high. With this laboratory confirmation, daily intra- 
muscular injections of adrenal cortical hormone 
(natural, or synthetic in the form of desoxycorticos- 
terone acetate, 0.5 to 5.0 mgm.) are indicated. 
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NOTICES AND REPORTS 


C.P.S.-Veterans’ Administration Contract Begins 
To Operate More Smoothly 


Operation of the Veterans’ Administration Home 
Town Care Plan, using the facilities of California 
Physicians’ Service, now appears to have reached a 
smoother working basis following a period of initial 
administrative difficulties such as those which attend 
the establishment of any new system of such large 
proportions. 

The program bogged down from time to time in 
the morass of governmental controls which, though 
apparently necessary, were irritating to the attending 
physician and to the veteran patient himself. These 
irritations at service level have been a matter of con- 
cern to the administrative officers of both the Vet- 
erans’ Administration and California Physicians’ 
Service. This concern has led to the development of 
swifter accounting procedures. For example, at times 
in the past the whole C.P.S.-Veterans’ Department 
has operated under a 30 to 90 day backlog. At present 
all sections are operating on a nearly current basis. 
Work received in any one section of the C.P.S.-V.A. 
department is disposed of within 24 hours. Further, 
the issuance of Form No. 52, or Authority for Treat- 
ment on a new case, formerly took from ten days to 
two weeks. Today these forms are being processed 
in five days. 

Although even the slightest time lag between the 
first call of a patient and the actual beginning of 
diagnosis or treatment is unusual in medical practice, 
with understanding on the part of both physician and 
veteran of the necessity for accountability, it need be 
no serious obstacle to successful treatment. Despite 
the constant and intensive effort to speed up the 
program, it is obvious that, if books are to be kept 
on the public funds involved, the time lag can ap- 
proach, but never reach, the zero point. 

The most frequent complaints of physicians partic- 
ipating in the program are in regard to delayed pay- 
ments. Some of these complaints have been justified, 
particularly during the early stages of the program’s 
operation. Today there appears to be little cause for 
complaint. C.P.S. is billing the Veterans’ Administra- 


tion for services rendered by member physicians 
within the month of service, provided the physicians’ 
bills are complete. 

A large number of physicians’ bills, however, in- 
dicate errors of omission which make it impossible 
to process the bills for payment. A surprising number 
come through lacking the signature of the attending 
physician. The stand may be taken that the billing 
forms are too complex, but when a physician sub- 
mits a bill lacking the date of first treatment, there 
is reason to suspect that carelessness is the fault, and 
not the complexity of the billing form. In any case, 
the Veterans’ Administration insists that the forms 
be completed. Failure to do so results in delayed 
payments while clarifying correspondence is ex- 
changed. A great deal of the irritation over delayed 
payments would be eliminated if greater care were 
given the preparation of the billing form. 

In review, all of the procedural difficulties en- 
countered in the program appear to be relatively 
minor when compared with the solid achievement it 
represents. Few physicians who have been inter- 
viewed recognize the tremendous significance the 
program will have in future relationships between the 
medical profession and the government. For what 
was undertaken as a hopeful experiment is now a 
demonstrable fact, a free and independent medical 
profession has demonstrated its ability to work with 
a governmental agency in providing services for a 
mass of the citizenry. And it has provided those 
services smoothly, almost casually, at a cost compa- 
rable to the best figures attained by the Veterans’ 
Administration through its own medical facilities. 
Cost figures alone, however, do not tell the whole 
story. The savings to the Nation and to the veteran 
himself far exceed in significance the actual costs of 
services rendered under the program. 

If the physicians of California had not been pre- 
pared to render services to the veteran in his own 
home town, the Veterans’ Administration would have 
been obliged to expand its facilities enormously to 
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accommodate the demands put upon them. And this 
at a time of inflation. The costs of such an expansion 
program have been saved for the taxpayers of the 
Nation, and not by a curtailment of service, but by 
the use of a better method of providing such service. 
There is no reason why that method should not be 
the pattern for a broader relationship between the 
profession and the government in their mutual en- 
deavor to provide the best medical care for our 
people. 


The people, if we may judge by the veteran, like 
the method. It is convenient. It does not require leav- 
ing a job for a trip to a Veterans’ Administration 
Hospital; it saves time and wages. It makes it possible 
to go to the physician of choice. These things regis- 
ter. They are important to the patients and to the 
physician’s future among them. The fusing of a per- 
sonal relationship begun by the first visit of a veteran 
to a physician’s office is a more solid political gain 
than the achievement of a hundred lobbyists in the 
Halls of Congress. Grass roots are vital and tenacious. 
They live from season to season. They go deep and 
hang on. The Veterans’ Program has not only been 
successful, it has been profitable as well to private 
practitioners. Since its inception it has given C.P.S. 
physician members directly more than $3,500,000 of 
income they would not otherwise have had. The vast 
majority of the veterans who have been treated 
privately would have gone to the various Veterans’ 
Administration Hospitals. Moreover, it is probable 
that veterans who for any reason did seek private 
treatment would have had relatively meagre resources 
to support adequate treatment. Indirectly private 
practitioners have benefited even more. They have 
added to their practice not only the veteran but his 
family. They have established themselves more sol- 
idly in their communities. They have built future 
income. Politically, they have added supporters to 
their cause. 


These opportunities for economic and political 
progress should carry a good deal of weight in physi- 
cians’ evaluation of the Veterans’ Administration 
Home Town Care Program. 


In obtaining the Veterans’ contract and in dis- 
charging its commitments, C.P.S. has reached full 
stature. Those with vision will recognize it for what 
it is, a democratic service agency with national 
significance and influence. 


Notice to C.P.8. Physician Members 


California Physicians’ Service has asked Physician 
Members to make certain that bills for services ren- 
dered to Beneficiary Members are sent promptly to 
C.P.S. for payment. Doctors are asked not to wait 
until the end of a course of treatment, but to submit 
bills monthly. Because unreported bills constitute 
concealed liabilities which affect the financial posi- 
tion of the organization, C.P.S. again is reminding 
physicians that bills which are received later than 
90 days after the end of the month in which services 
were rendered cannot be accepted for payment. 


CALIFORNIA MEDICAL ASSOCIATION 


Traveling Seminars 
on New Medieal 
Developments 


Proposing to extend the latest develop- 
ments in medical knowledge to practitioners 
outside of the larger metropolitan centers, 
the Committee on Postgraduate Activities of 
the California Medical Association is laying 
plans for a series of seminars to be held in 
towns throughout the state. The first meet- 
ings are scheduled for early in 1948. 

In selection of topics for discussion, em- 
phasis will be put upon practical subjects 
of every-day medical import. Use of clinical 
discussions rather than didactic lectures will 
be stressed. A day’s program, as tentatively 
outlined, would be: Morning clinics, per- 
haps in the local hospital, an afternoon dis- 
cussion on a specified topic, and an evening 
question and answer period on that or allied 
subjects. 

Topics for each seminar will be announced 
in advance by the Committee, which will 
also arrange for authoritative speakers to 
discuss them. 

Details concerning the seminars will be 
in the hands of Doctor Carroll B. Andrews, 
of Sonoma, who has been named Director 
of Postgraduate Activities. Doctor Andrews, 
who has taken the post on a part-time basis, 
will work with county medical societies 
in preparing for the meetings. Among his 
duties will be the arrangement of advance 
publicity to inform physicians in each area 
of the topics to be discussed. He will arrive 
a day or two before the meeting date to help 
local practitioners in lining up problem 
cases and in preparing questions to be sub- 
mitted for discussion. He will also seek to 
elicit topics desired for future meetings. 

Present plans are to make the seminars a 
continuing function of the Committee on 
Postgraduate Activities, with meetings to be 
held on new subjects in each community 
from time to time. 


Attention, County Society Secretaries: 


Secretaries of County Medical Societies are re- 
quested to report to California Medical Association 
the names and addresses of County Society officers as 
soon as possible after elections for the next year are 
held. To facilitate correspondence, it is important 
that the roster of officers printed in CALIFORNIA 
MEDIcINE be kept up to date. 





CALIFORNIA MEDICINE 


Inu Memoriam 


CrawsHAw, JoHN ALLEN. Died in Hanford, October 18, 
1947, age 68, after a short illness. Graduate of the University 
of Illinois College of Medicine, Chicago, 1905. Licensed in 
California in 1907. Doctor Crawshaw was a member of the 
Kings County Medical Society, the California Medical As- 
sociation, and the American Medical Association. 

% 

DonuaM, Rosert CeciL. Died in Los Angeles, October 12, 
1947, age 43, of bronchial pneumonia. Graduate of the Uni- 
versity of Southern California School of Medicine, Los 
Angeles, 1933. Licensed in California in 1933. Doctor Don- 
ham was a member of the Los Angeles County Medical 
Association, the California Medical Association, and the 
American Medical Association. 

& 

Me vin, Joun Tracy. Died in Porterville, June 21, 1947. 
age 85. Graduate of Gross Medical College, Denver, Colorado, 
1891. Licensed in California in 1908. Doctor Melvin was a 
Retired Member of the Tulare County Medical Society, the 
California Medical Association, and an Affiliate Fellow of 
the American Medical Association. 

% 

Miter, Hiram Epear. Died in San Francisco, October 17, 

1947, age 57, following an operation for a tumor of the 


CORRECTION: 
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brain. Graduate of the University of California Medical 
School, Berkeley-San Francisco, 1917. Licensed in California 
in 1917. Doctor Miller was a member of the San Francisco 
County Medical Society, the California Medical Association, 
and a Fellow of the American Medical Association. 

% 

Mutoper, Ernest Ivan. Died in Compton, October 6, 1947, 
age 54, after a long illness. Graduate of the College of Medi- 
cal Evangelists, Loma Linda-Los Angeles, 1920. Licensed in 
California in 1920. Doctor Mulder was a member of the Los 
Angeles County Medical Association, the California Medical 
Association, and the American Medical Association. 

fe 

SHUMAKER, Epcar KimMEL. Died in Los Angeles, October 
3, 1947, age 68. Graduate of the University of Pittsburgh 
School of Medicine, Pennsylvania, 1902. Licensed in Cali- 
fornia in 1919. Doctor Shumaker was a member of the Los 
Angeles County Medical Association, the California Medical 
Association, and a Fellow of the American Medical Asso- 
ciation. 

e 

ToLanp, CLARENCE Garnes. Died in Los Angeles, October 
2, 1947, age 72, of a coronary. Graduate of the University 
Medical College of Kansas City, Missouri, 1901. Licensed 
in California in 1901. Doctor Toland, a past president of 
the California Medical Association (1934), was a member 
of the Los Angeles County Medical Association, the Cali- 
fornia Medical Association, and a Fellow of the American 
Medical Association. 


In the tentative minutes of the 346th meeting of the C.M.A. Council, published on pages 337 to 
342 of the November issue of California Medicine, a typographical error occurred in Item 7, printed 
on page 338. The first sentence of this item should read as follows: Dr. Green discussed a recent re- 
ported offer by Dr. Sidney Garfield and associates to establish a physician in Petaluma if the C.1.O. in 
that area would agree to secure medical care contracts from 200 of its members and their families. 
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NEWS and NOTES 


NATIONAL * 


ALAMEDA 


An expanding program at the University of Cali- 
fornia, School of Public Health has lead to the ap- 
pointment of additional staff this year. Charles Henry 
Hine, M.D., Ph.D., has been appointed Lecturer in 
Toxicology. Dr. Hine was Research Assistant in Toxi- 
cology with the Wisconsin Alumni Research Fund; 
later was in private work as a research consultant. He 
served in the Navy in this field also. Dr. Hine received 
his M.D. from the Medical School, University of 
Wisconsin. 


William W. Stiles, M.D., M.P.H., has been appointed 
Associate Professor of Public Health. Dr. Stiles re- 
ceived his M.D. at the University of Rochester in 
New York. 


Dr. W. McDowell Hammon, professor of epidemi- 
ology in the School of Public Health on the Berkeley 
campus of the University of California, has been 
named vice-president of the Society of American 
Bacteriologists. The society is a national organization 
of those devoted to research in bacteria and other 
micro-organisms. Dr. Hammon, who also served in the 
University’s Hooper Foundation on the San Francisco 
campus, is internationally known for his research in 
the virus encephalitides. 


Dr. Bernado A. Houssay, noted Argentine endocri- 
nologist who recently was named one of the recipients 
of the 1947 Nobel Prize for Medicine, will deliver the 
traditional Hitchcock Lectures in January on the 
Berkeley campus of the University of California. Dr. 
Houssay, who is director of the Instituto de Biologia 
y Medicina Experimental in Buenos Aires, will deliver 
six lectures beginning January 8. He is an expert on 
carbohydrate metabolism. 


LAKE 


Dr. Charles Ambrose has resigned as Tulare County 
health officer and has been succeeded by Dr. Raymond 
L. Knight. 


LOS ANGELES 


The Third Annual Obstetrical and Gynecological 
Postgraduate Assembly of Southern California will 
be held in Los Angeles, February 9 to 14, 1948. The 
Faculty this year will include: Richard W. Te Linde, 
M.D., Professor of Gynecology, Johns Hopkins; Sam- 
uel A. Cosgrove, M.D., Director, Margaret Hague 
Maternity Hospital, Jersey City; Edward A. Strecker, 
M.D., Professor of Psychiatry, Pennsylvania; John 
Rock, M.D., Visiting Surgeon of the Free Hospital for 
Women, Boston; and Arthur T. Hertig, M.D., Assist- 
ant Professor Pathology and Obstetrics, Harvard. 
Invitations will be issued shortly to members of the 
various local obstetrical and gynecological societies of 
the western states, and to diplomates of the American 
Board of Obstetrics and Gynecology in this area. Pro- 
visions will be made for those attending previous 
assemblies. 


STATE * 


COUNTY 


Dr. E. Eric Larson, associate editor of the American 
Journal of Surgery and a director of the California 
Division of the American Cancer Society, has been 
elected president of the Alumni Association of the 
Mayo Foundation. 


A course of lectures and demonstrations in Clinical 
Endocrinology, to be held in the Biltmore Hotel, Los 
Angeles, February 23-28, inclusive, has been an- 
nounced by the Postgraduate Committee of the Asso- 
ciation for the Study of Internal Secretions. The 
course is designed to be of interest and value to the 
general practitioner as well as to the specialist. Fur- 
ther information may be obtained from Dr. E. Kost 
Shelton, 921 Westwood Boulevard, Los Angeles 24. 


SAN DIEGO 


The Postgraduate Assembly sponsored by the Staff 
of the San Diego County General Hospital, which was 
held October 6 and 7, was pronounced an unqualified 
success by more than 300 doctors from Arizona, Ohio, 
and all of the Southern California Counties, who at- 
tended. Plans are already being laid for an even larger 
event to be held next year. 


SAN FRANCISCO 


Dr. William Anthony Reilly, former chairman of 
the Program Committee of the San Francisco County 
Medical Society and long active in Society affairs, has 
accepted the professorship and position as head of the 
newly formed, full-time Department of Pediatrics at 
the University of Arkansas School of Medicine in 
Little Rock. 


A tumor “inventory,” which will increase knowledge 
of the natural history of different types of cancer and 
indicate the efficiency of various forms of treatment, is 
now functioning at the University of California Medi- 
cal School. The inventory was set up under the direc- 
tion of Dr. Isabella Perry, assistant professor of 
pathology, in recognition of the need for uniform 
statistical data on cancer. 


“A registry and follow-up of cases is as important 
to cancer treatment as an inventory to business,” Dr. 
Perry said. “Current problems call for integrating the 
medical knowledge and interest in cancer with the 
techniques of statistical research, acceptance of uni- 
form records and nomenclature, and the integration 
of efforts of various organizations registering can- 
cers.” 


Dr. William F. Wagner, resigned last month as chief 
of the division of tuberculosis control of the San Fran- 
cisco Health Department in order to take charge of 
the State of Virginia’s tuberculosis control operations. 


Dr. Merrill C. Mensor was elected president of the 
Western Orthopedic Association at the annual meet- 
ing of the Association held in Los Angeles early last 
month. More than 200 doctors from 11 western states 
attended the meeting. 
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Dr. Anthony J. J. Rourke, physician superintendent 
of Stanford University Hospitals, recently was elected 
a member of the board of trustees of the American 
Hospital Association at the association’s 49th annual 
convention in St. Louis. 


Dr. Rea E. Ashley, San Francisco, has been elected 
second vice-president of the American Academy of 
Ophthalmology and Otolaryngology. The election took 
place at the academy’s annual meeting at Chicago 
in October. Doctor Ashley is a member of the Stanford 
Medical School faculty. 


Dr. Howard A. Brown, associate clinical professor 
of neurological surgery at the University of California 
Medical School, has been elected president of the 
American Academy of Neurological Surgery. 


TULARE 


Dr. M. C. Beil of Upper Lake, California, has re- 
placed Dr. Richard A. Macklin as the health officer of 
Lake County. 


GENERAL 


The Council on Industrial Health will hold its 
Eighth Annual Congress on Industrial Health in the 
Cleveland Auditorium, Cleveland, on January 5 and 
6, 1948. These dates immediately precede the Interim 
Session of the American Medical Association, which 
will be held in the Auditorium on January 7 and 8. 

The program of the Congress is being constructed 
with general pratitioners in mind and will include dis- 
cussions of first aid and emergency services in indus- 
try, physical examinations, administrative practices, 
applied physiology, aviation medicine, radiation medi- 
cine and practical expositions of occupational disease 
management, traumatic surgery and rehabilitation. 


The National Federation of Small Business, Inc., 
San Mateo, Calif., which has been leading an intensive 
fight against socialized medicine, is sponsoring a 
series of radio broadcasts on the subject. Some time 
ago the federation, which is composed of independent 
business men from every section of the country, con- 
ducted a poll among its members on whether or not 
they favor House Bill S. 1320—the revised version of 
the Wagner-Murray-Dingell bill. Results were: For— 
13 per cent; against—85 per cent; No vote—2 per cent. 


“Cancer Teaching Days” have been planned for 
presentation of refresher courses to county medical 
societies and hospital staffs during the coming year 
by the Chronic Disease Service of the California De- 
partment of Public Health, the Cancer Commission of 
the California Medical Association and the California 
Division, American Cancer Society. The refresher 
courses will consist of one-day teaching visits to local 
non-metropolitan areas by local selected clinicians 
representing the various specialties which have a par- 
ticular contribution to make toward cancer control. 
The program has been designed to extend the post- 
graduate cancer professional education program 
from the medical school centers out into the other 
parts of the State. Programs will be given at the re- 
quest of the local medical society. 
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The American Urological Association offers an an- 
nual award of $1,000 (first prize of $500, second prize 
$300, and third prize $200) for essays on the result of 
some clinical or laboratory research in Urology. Com- 
petition shall be limited to urologists who have been 
in such specific practice for not more than five years 
and to residents in urology in recognized hospitals. 
The first prize essay will appear on the program of the 
forthcoming meeting of the American Urological As- 
sociation, to be held at the Hotel Statler, Boston, 
Massachusetts, May 17-20, 1948. 

For full particulars write the Secretary, Dr. Thomas 
D. Moore, 899 Madison Avenue, Memphis, Tennessee. 
Essays must be in his hands before March 1, 1948. 


An invitation to readers of CatirorniA MEDICINE to 
nominate speakers and suggest titles of papers on 
new developments in thoracic surgery and medical 
treatment of tuberculosis, to be presented at the An- 
nual Meeting of the California Tuberculosis and 
Health Association and the California Trudeau So- 
ciety in Long Beach, April 1, 2, 3, was extended by 
Dr. Thomas B. Wiper, Chairman of the Medical Sec- 
tion, Program Committee. 


The next written examination (Part I) of American 
Board of Obstetrics and Gynecology for all candidates 
will be held in various cities of the United States and 
Canada on Friday, February 6, 1948, at 2 p.m. Candi- 
dates who successfully complete the Part I examina- 
tion proceed automatically to the Part II examination 
held later in the year. 


Officers who will serve for the 1947-48 term were 
announced recently by the California Society of Inter- 
nal Medicine, an organization with over 400 members. 
President is Donald E. Griggs, Los Angeles County; 
vice-president, Harold Behneman, Riverside County; 
secretary-treasurer, DeWitt K. Burnham, San Fran- 
cisco. Other members of the society’s council are: H. 
Gordon MacLean, Alameda County; Harold C. Tor- 
bert, San Diego County; Donald Carson, San Fran- 
cisco County; Frank B. Reardan, Sacramento County; 
Gurth Carpenter, Los Angeles County; C. Kelly 
Canelo, Santa Clara County. 

Dr. Richard Bullis of Los Angeles has been elected 
president of the Board of Medical Examiners, suc- 
ceeding Dr. Herbert C. Chapman of Stockton, San 
Joaquin County. Dr. Clayton Mote, an assistant clini- 
cal professor at the University of California Medical 
School, San Francisco, has been appointed to the 
board by Governor Earl Warren to fill the vacancy 
created by the resignation of Dr. Chapman. The board 
also elected Dr. Anthony Diepenbrock of San Fran- 
cisco as vice-president and reelected Dr. Frederick 
Scatena of Sacramento as secretary-treasurer. Dr. 
Joseph Zeiler of Los Angeles is the retiring vice- 
president. 


The California Attorney General’s Office, in an opin- 
ion issued recently, held that county boards of super- 
visors have the right to choose the doctors who 
practice in county hospitals. Supervisors may exclude 
certain types of practitioners even though they may 
be licensed by the state, according to the opinion, 
which reverses a previous ruling. 
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Associated Medical Care Plans, formed in March, 
1946, as a central organization to coordinate and 
correlate the workings of individual prepaid medical 
care plans the country over, has passed through three 
phases of preliminary development to emerge now 
in its functional form. 

The first six months of AMCP’s existence was 
given to crystallizing the basic idea that 60 non-profit 
prepaid medical care plans operating in 40 states can 
become infinitely more effective as cooperating units 
in a strong national organization than would be pos- 
sible should they remain unrelated. 

Another six months was spent in explaining that 
idea to individual medical care plans so that they 
might join AMCP. There are now 44 members in 
the organization. Four applications for membership 
are on hand and several more are expected soon. 

A third six-month period was spent in outlining 
a workable program. To do this, AMCP developed 
nine standing committees. Personnel was drawn from 
among boards of trustees, executive directors, and 
employees of medical care plans. These committees 
drafted specific program recommendations in their 
respective fields of interest and submitted them for 
approval to the AMCP, which in turn referred them 
for acceptance to the AMCP Second Annual Con- 
ference which met in St. Louis on September 20-21, 
1947. 

With the theme “AMCP Goes to Work,” the Sec- 
ond Annual Conference was the focal point toward 
which AMCP’s director had been working for an 
entire year. Following is a brief summary of the St. 
Louis discussions. 


AMCP—BLUE CROSS RELATIONS 


Because the majority of AMCP’s member plans 
are operated jointly with Blue Cross plans through- 
out the country, it is imperative that AMCP itself 
establish effective relations with the Blue Cross 
Commission. 

A study of joint operating agreements, now in 
effect between cooperating medical and _ hospital 
plans, has been undertaken. From this study, pre- 
liminary tabulations have been made and distributed 
by AMCP to its members, and by the Blue Cross 
Commission to its affiliates. 

Research studies are now being correlated by 
AMCP and the Blue Cross Commission to avoid 
duplication and error. 

A plan—voluminous in detail—for the develop- 
ment of district organizations, to include both trus- 
tees and operating personnel, along parallel lines has 


been agreed to by AMCP and Blue Cross. 


INFORMATION 


AMCP Goes to Work 


FRANK E. Smit, Director of Associated Medical Care Plans 


Joint Commission meetings have been held, joint 
meetings of Committees with parallel interests have 
been authorized, and an AMCP-Blue Cross Joint 
Committee has been established to smooth out dif- 
ferences between the two movements. 

It is significant that, for the first time in the organ- 
ized history of prepaid medical care plans and Blue 
Cross plans, a jointly sponsored national conference 
will be held in Los Angeles on March 29-30-31 and 
April 1, with California Physicians’ Service and 
Hospital Service of Southern California as hosts. 


CASE PROCEDURE 


The Conference accepted the recommendations of 
a Committee on Case Procedure (covering such work 
as is handled for CPS by the Medical Department) 
for the compilation of a manual in the field of proc- 
essing medical claims. 

This manual, once developed, will serve as a refer- 
ence guide for all plans in the administration of a 
Medical Department, including the functions of a 
Medical Director, the processing of claims for pay- 
ment, office procedures, methods of record keeping, 
and coding. The manual is being written coopera- 
tively by members of the committee, all of whom 
are Medical Directors themselves. 


RESEARCH STUDIES 


As soon as a research man can be added to 
AMCP’s staff, work will begin in comparative studies 
of fee schedules and the all-important job of stand- 
ardizing nomenclature, coding, and tabulation of 
claim experience. This is one of the prerequisites for 
actuarial studies. Basic agreements which will permit 
this work to be carried on, already have been reached. 


PHYSICIAN COOPERATION 


A prepaid medical care plan is based on the as- 
sumption that individual members of the sponsoring 
medical society will cooperate in the rendering of 
care to subscribing members of the plan. The assump- 
tion is not always completely safe. 

AMCP’s Committee on Physician Cooperation 
(working in the field assigned to CPS’s Department 
of Professional Relations) has undertaken the prob- 
lem of maintaining physician cooperation. It is mak- 
ing an exhaustive study to determine underlying 
causes for non-cooperation where it exists. A bro- 
chure describing the methods now utilized by various 
plans to secure physician cooperation is being pre- 
pared. Included will be a description of the pioneer 
work done by CPS’s Department of Professional 
Relations. 
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RECIPROCITY 


An agreement pertaining to the transfer of mem- 
bers from one plan to another was approved by the 
AMCP Second Annual Conference. It has already 
been signed by 40 plans. A portion of this agreement, 
originally achieved through the Blue Cross Commis- 
sion, has been in operation for a short time. 

It was generally agreed that a program for reci- 
procity of benefits on a national scale was quite im- 
possible at present because of the wide variation in 
contract benefits, plus the practical difficulty of rec- 
onciling service and indemnity type plans in any 
proposed scheme of reciprocity. At the same time it 
was acknowledged that medical care plan bene- 
ficiaries have complained little of current practices 
by which a subscriber receiving medical treatment 
outside the area served by the plan in which he has 
membership, is reimbursed to the extent of the bene- 
fits he would have enjoyed had he been treated in his 
own area. 


VETERAN’S PROGRAMS 


Considerable progress has been made toward 
achieving uniformity of contract and administrative 
procedures among the plans which hold contracts 
with the Veterans Administration. 

Through AMCP, these plans are now in a position 
to deal collectively with the V.A. By employing a 
staff member with experience in administering vet- 
eran’s programs, AMCP is prepared to assist its 
members in the development of home town medical 
care programs for veterans or in direct negotiations 


with the V.A. 


ENROLLMENT 


A proposal for the establishment of a membership 
corporation to handle the enrollment of national ac- 
counts was approved in principal at the conference in 
St. Louis, to be worked out cooperatively with the 
Blue Cross Commission. A special committee is now 
working out details in meetings with a similar com- 
mittee from the Blue Cross Commission. The results 
will be resubmitted to the AMCP Commission for 
final acceptance. 

Studies in the field of rural and community enroll- 


ment methods were authorized, the compiled results 
to be made available as soon as possible. 
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PUBLIC RELATIONS 


Highlighting the work of the Public Relations 
Committee was a presentation by J. Walter Thomp- 
son Company of a suggested program of national 
advertising to be undertaken by AMCP’s member 
plans. No definite decisions were reached in St. Louis, 
although copies of the visual presentation are being 
made for widespread distribution within the next 
month. The presentation includes sample page lay- 
outs for insertion in such magazines as Life, Satur- 
day Evening Post, and Time. 


National advertising will be undertaken as soon 
as agreement among member plans can be secured 
and the problem of financing solved. 


EXPANSION OF AMCP STAFF 


The Second Annual Conference approved an in- 
crease in membership dues, which will provide 
AMCP with an approximate income of $65,000 for 
1948. The increased income will permit the imme- 
diate expansion of staff facilities, which, in turn, will 
speed AMCP on its way toward accomplishing its 
objectives. During the first year of actual operation, 
AMCP had only its director and an office secretary. 
Present plans call for the addition of six more staff 
members by January 1, 1948. 


CPS ASSISTANCE TO AMCP 


CPS has contributed toward the development of 
AMCP in time, money, and personnel. Mr. W. M. 
Bowman, Executive Director of CPS, served two 
terms of office as the vice-president of AMCP, and 
Mr. Howard Hassard, CPS attorney, was recently 
elected a member of the AMCP Commission to suc- 
ceed Mr. Bowman. During his tenure of office with 
AMCP, Mr. Bowman also served on the Executive 
Committee and as Chairman of the Enrollment 
Committee. 

The following CPS personnel are now serving on 
AMCP committees: A. E. Larsen, M.D., chairman of 
the Committee on Veteran’s Care; W. H. Gardenier, 
M.D., Committee on Case Procedure; Mr. Ralph 
Webb, Committee on Physician Cooperation; Mr. 
Richard Lyon, Committee on Research Studies; Mr. 
John W. McMahon, Planning Committee for the Los 
Angeles Conference in 1948. 


<i 
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BOOK REVIEWS 


THE DIAGNOSIS AND TREATMENT OF DIARRHEAL 
DISEASES. By Wm. Z. Fradkin, A.B., M.D. Published by 
Grune & Stratton, Inc., New York, 1947. 

The author of this newly published text states that the 
object of this volume is to present in practical fashion our 
present knowledge regarding the diarrheal diseases and he 
feels that scientific medical progress has become so special- 
ized that a book covering all phases of diarrheal diseases is 
timely and necessary. He supports his thesis by noting a 
startlingly high morbidity in diarrheal diseases in the United 
States Army and in private practice and by quoting a high 
average hospital mortality rate of 16.7 per cent. He further 
attempts to substantiate the justification for this specialized 
publication by recalling the public health authorities’ report 
that approximately 13,000,000 people in the United States are 
infected with E. histolytica, and that this parasitic infection 
is a well recognized cause of diarrhea. The text is divided 
into three sections: I. General considerations, II. Specific 
Diarrheal Diseases and Ill. Diarrheas of Infants and Chil- 
dren. 


The first section includes the anatomical, physiological, 
bacteriological and pathological background of diarrhea; 
the diagnostic procedures and the general management. This 
includes a rather formidable and lengthy etiological classi- 
fication of diarrheal diseases, which does not give any idea 
of the relative incidence of the 104 causes given. The chap- 
ters on sigmoidoscopy and the practical use of the sigmoido- 
scopic asperator are well presented and well illustrated, 
but the details of routine stool examination are almost com- 
pletely neglected. The data included under blood dysentery 
agglutination tests is valuable. However, many physicians 
will disagree with the statement that these tests “should be 
done routinely if possible.” Bacteriophage is well discussed, 
but receives more space than its clinical application warrants. 
In considering general treatment only two lines are devoted 
each to the use of sulfa-drugs and to the use of liver extract 
therapy; and the use of streptomycin is not mentioned. 


Advice to avoid soups because they are “gas-producing,” 
to sprinkle iron salt on the food, and that rectal installations 
are advisable in the management of diarrhea, is open to 
question. 


In the second and largest section the chapters on protozoa 
and on intestinal worms are on the whole well handled and 
well illustrated, and will serve as a ready and practical refer- 
ence to the identification and management of these parasitic 
infestations. In dealing with the bacterial etiology of diar- 
rheal diseases the author has left much to be desired. 
Streptococcal, staphylococcal, gonococcal and luetic diar- 
rheas hardly deserve the space devoted to them. The use of 
penicillin therapy is not mentioned in the management of 
“streptococcal diarrhea,” and no evaluation of streptomycin 
therapy has been attempted for this group of cases. The 
author’s wholehearted recommendation of prolonged vaccine 
therapy for chronic Shigella and Salmonella diarrheas 
amazes the reviewer of this text. Such a recommendation 
cannot be too strongly condenined. The chapter on idiopathic 
ulcerative colitis is disappointing. Three reasons for this 
opinion are the author’s statement that surgery “is never 
indicated”; that pregnancy should be “interrupted in all 
cases”; and the fact that the possible role of allergy as a 
causative factor in this disease is never mentioned. In vitamin 
deficiency diarrheas only four lines are devoted to the treat- 
ment of sprue, and the folic acid therapy of this disorder is 


not even discussed. Pancreatic diarrhea is all too briefly 
described. The third section dealing with childhood diarrheas 
is short and not unlike standard texts dealing with pediatrics. 

It is the reviewer’s impression that this book on the sub- 
sub-specialty of diarrheal diseases is obviously not a complete 
scientific and encyclopedic exposé of the subject suitable 
for the specialist; and that it misses its mark in that it is 
poorly adapted for the average practitioner of medicine. 
Because of the complexities of certain diagnostic procedures 
recommended for routine studies; the lack of a nicety of 
balance of the material presented; the omission or lack of 
completeness of certain phases of diagnosis and therapy and 
frequent errors in sound clinical judgment, such as advising 
an open drainage type of operation for amebic liver abscess, 
this text in its present form is hardly a welcome addition 
to the already voluminous literature on specialty subjects. 

a cs * 

FUNCTIONAL CARDIOVASCULAR DISEASE. By 
Meyer Friedman, M.D., Director, Harold Brunn Institute 
for Cardiovascular Research, Mt. Zion Hospital, San Fran- 
cisco. Cloth. Price $3.00. Pp. 266. Williams & Wilkins Co., 
Mt. Royal and Guilford Aves., Baltimore 2. 1947. 

This book is a resume of the research work that the 
author has performed on functional diseases with special 
reference to cardiovascular disturbances during the war. The 
author has done a first class job. Most of the experiments 
are simple, clean-cut, and give definitive solutions to the 
problems investigated. Some of the experiments are beauti- 
fully conceived and conducted and may be considered the 
best type of clinical investigation. Dr. Friedman first points 
out that fever can be of psychogenic origin and can be ex- 
perimentally produced in susceptible individuals. This is 
an observation of fundamental physiological and clinical im- 
portance. He has demonstrated that certain common cardiac 
arrhythmias often associated with palpitation can be ex- 
perimentally reproduced in certain individuals with this 
disorder. He has objectively demonstrated the muscular in- 
coordination of these people. His test for the diagnosis of 
functional cardiovascular disease employing hyperventilation 
is simple, direct, and should have wide-spread clinical use- 
fulness. The test has the advantage of being simple enough 
to be an office procedure. : 

Although the author is inclined to believe that the dis- 
turbance results from a “cortico-hypothalamic imbalance,” 
he has never claimed that final proof for this has been 
obtained. Perhaps he might be criticized for suggesting this 
theory too frequently and avidly, but certainly anyone who 
has done as much work and has advanced our knowledge 
of a disorder as much as he has is entitled to suggest a 
working hypothesis. 

It is perhaps unfortunate that he has called this book 
“Functional Cardiovascular Disease” since approximately 
one-half of it concerns other systems unrelated to the cardio- 
vascular system—for example, functional disturbances of 
the respiratory, gastro-intestinal, muscular, and other sys- 
tems. Certainly, the disturbances which Dr. Friedman has 
described occur frequently in civilian life with involvement 
of the cardiovascular system, but similar disturbances occur 
in other systems. This, however, is a minor criticism and does 
not detract from the quality of this study. Dr. Friedman is 
to be commended not only upon the excellence of his in- 
vestigation, but also upon the fact that this large amount 
of work was done by one man with limited experimental 
facilities. Had the author been better equipped with ex- 
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cellent experimental laboratories it is likely that some of 
the phases of his investigation might have been more 
thoroughly performed. 

The book is beautifully written, logical, and with adequate 
consideration of work performed by others. It can be read 
with benefit by internists, psychiatrists, orthopedists, gastro- 
enterologists, and others. It is hoped that Dr. Friedman can 
continue with this excellent work. 

% *%. * 


PSYCHOPATHOLOGY, A Survey of Modern Approaches. 
By J. Ernest Nicole, O.B.E. Fourth Edition. The Williams 
and Wilkins Company, Baltimore. Price $4.75. 


This small volume is described by the author as a hand- 
book “designed to provide a general survey of the views of 
different schools [of psychopathology] of today,” and “a 
guide to the many modern approaches rather than a text- 
book of any one.” Any method of investigating the psycho- 
logical nature and causation of insanity is deemed worthy 
of consideration if it offers hope of shedding light on such 
problems. 

Although the book is not divided into parts, its content 
may be grouped roughly under four headings. The first 
portion is devoted to a summary of the systems of Prince, 
Freud, Adler, Jung, Rivers, Kempf and the Behaviorists. 
There are frequent brief digressions to indicate how the 
various schools at times meet on common ground, and at 
others diverge. These efforts do much to diminish the feel- 
ings of perplexity and confusion engendered by such con- 
densed reviews. 

The second portion deals with contributions from the field 
of anatomy, physiology, endocrinology, ethnology, sociology, 
psychobiology and psychology. With full recognition of the 
extreme difficulty of correlating these data, an endeavor is 
made to point out the need of incorporating pertinent con- 
tributions from these disciplines, and to indicate their prob- 
able significance to psychopathology. 

The third portion deals with the application of psycho- 
pathology, not only to medicine, but to law, education, in- 
dustry, sociology, art and religion. It emphasizes the value 
of psychopathology in furthering understanding in these 
fields. How the premature and too facile application of the 
limited present-day knowledge may lead to absurdities is 
indicated. 

The fourth and last portion deals with three topics, which 
the author feels deserve more detailed consideration, namely, 
the concept of the ego in psychiatry, the herd-instinct, and 
type psychology. These three chapters represent an extension 
of the author’s earlier attempt to collate the various schools 
of thought under discussion, and are sufficiently stimulating 
to make one wish he had devoted more space to this aspect 
of the book. Finally, a very valuable and rather extensive 
bibliography, which is limited to publications available in 
English, is included. 

The value of this compendium does not lie in the revela- 
tion of startling novelties or discoveries, but rather in a 
reasonably successful attempt to bring order out of a great 
deal of confusion. It is recommended not only to physicians, 
but to members of other professions in which the recognition 
and management of personality problems is important. 

* * * 

PRACTICAL X-RAY TREATMENT. By Arthur W. 
Erskine, M.D. Third Edition, The Bruce Publishing Com- 
pany. 1947. 

This small manual on 155 pages, with 20 illustrations, con- 
tains much practical information on the elementary principles 
of x-ray treatment and especially elementary x-ray physics. 
For that reason it can be recommended to most medical 
students and all dermatologists. Owing to Doctor Erskine’s 
eminence in the field of Radiology, it is already in the 
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libraries of most radiologists. The text is clear but rather 
cursory, especially in connection with lesions requiring high 
voltage irradiation. The illustrations are somewhat anti- 
quated, notably figure 15, and should be revised in sub- 
sequent editions. Some of the paragraphs are not visibly 
complete, for example the fourth paragraph on page 132. 
The reader wonders what happened to several hundred cases 
of cancer of the lip! 

With these minor criticisms, the book can be recommended 
to most physicians. 

* * * 

DERMATOLOGIC CLUES TO INTERNAL DISEASE, 
By Howard T. Behrman, M.D., Assistant Clinical Professor 
of Dermatology, New York University College of Medicine; 
Adjunct Dermatologist, Mount Sinai Hospital and Beth 
Israel Hospital; Associate Dermatologist, Hillside Hos- 
pital; Diplomate of the American Board of Dermatology 
and Syphilology; Fellow of the American Academy of 
Dermatology and Syphilology. 1947. Grune & Stratton, Inc. 
Price $5.00. 

The author published ‘this small book because he felt that 
there was a need for the correlation of skin manifestations 
with visceral disease. Accordingly, for some 165 pages he 
has listed various conditions alphabetically by either a 
cutaneous or visceral title and has added a long or short 
note about each. There are many illustrations which on the 
whole are good. There is no table of contents and no index, 
unfortunate omissions which would make it unsuitable as a 
reference book even if the subject matter were more en- 
lightening. Inclusion of them also would make unnecessary 
the fairly elaborate system of cross reference which some- 
times becomes ridiculous. For example, on pages 158 and 
159 ten conditions are named in large type; and for seven 
of these there is nothing for the reader except a reference 
to another page; which gives one a feeling of futility. There 
is no constancy about the method of putting a condition 
into its alphabetical place. The reviewer does not know why 
some diseases of the pituitary gland should be described 
under endocrine disorders and others given another place 
in the alphabet: For instance, acromegaly comes under “A” 
and Cushing’s syndrome under “C.” (Could it not be classi- 
fied under “B”—for basophile adenoma?) Graves’ disease 
is hidden under the sub-classification of* hyperfunction of 
the thyroid gland, but Addison’s disease occupies a niche of 
its own after acrosclerosis. 

The author states that he has not included any diseases 
adequately described in standard texts. The reviewer be- 
lieves that the subject matter which is included falls into 


this category. 
* * * 


HYPNOTISM TODAY. By Leslie M. Lecron, B.A., and 
Jean Bordeaux, B.A., M.A., Ph.D. Foreword by Milton H. 
Erickson, M.D. 1947. Grune & Stratton, New York. Price 
$4.00. 

As a source of information for physicians regarding the 
phenomena of the hypnotic state this book is amply justi- 
fied. Written by two lay hypnotists, it presents a relatively 
conservative treatment of the subject, rich in personal experi- 
ence and containing many useful hints as to practical pro- 
cedure. From this standpoint it is of value both to the 
practitioner of medicine who is not infrequently asked for 
an opinion regarding the procedure, and to the psychiatrist 
who may be anxious to gain personal experience in the field. 

However, the book is apparently not directed solely to the 
medical profession. In the hands of the layman, it is probable 
that too optimistic an attitude toward the therapeutic value 
of the procedure would be engendered, while the portion of 
the book dealing with auto-hypnotic technics might well be 
of danger to certain individuals. Equally, this reviewer must 
deprecate any publication which prescribes treatment of the 
functional nervous disorders by others than qualified doctors 
of medicine. 
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SHOULD VITAMIN D BE 
GIVEN ONLY TO INFANTS? 


ITAMIN D has been so successful in preventing rickets during in- 
fancy that there has been little emphasis on continuing its use after 
the second year. 

But now a careful histologic study has been made which reveals 
a startlingly high incidence of rickets in children 2 to 14 years old. 
Follis, Jackson, Eliot, and Park* report that postmortem examina- 
tion of 230 children of this age group showed the total prevalence 
of rickets to be 46.5%. 


Rachitic changes were present as late as the fourteenth year, and 
the incidence was higher among children dying from acute disease 
than in those dying of ckronic disease. 

The authors conclude, “We doubt if slight degrees of rickets, 
such as we found in many of our children, interfere with health 
and development, but our studies as a whole afford reason to pro- 
long administration of vitamin D to the age limit of our study, the 
fourteenth year, and especially indicate the necessity to suspect and 
to take the necessary measures to guard against rickets in sick 
children.” 


*R. H. Follis, D. Jackson, M. M. Eliot, and E. A. Park: Prevalence of rickets in children 
between two and fourteen years of age, Am. J. Dis. Child. 66:1-11, July 1943. 


MEAD'S Oleum Percomorphum With Other Fish-Liver Oils and Viosterol is a 
potent source of vitamins A and D, which is well taken by older children because 
it can be given in small dosage or capsule form. This ease of administration favors 
continued year-round use, including periods of illness. 


MEAD'S Oleum Percomorphum furnishes 60,000 vitamin A units and 8,500 
vitamin D units per gram. Supplied in 10- and 50-cc. bottles; also available in 
bottles of 50 and 250 capsules. Ethically marketed. 


MEAD JOHNSON & COMPANY, Evansville 21, Ind., U.S.A. 


LOS ANGELES OFFICE, 737 Terminal St., Telephone VAndike 4309 
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“Don’t try to bribe me—| want D-P-T*” 


Maybe babies don’t cry for them—but they 
will be better protected with Cutter’s 
combined vaccines. And run less risk of 
painful reactions, too! Here’s why: 


1. Phase I pertussis organisms for 
D-P-T are grown on human blood 
—to assure high antigenicity of 
organisms, and to avoid the danger 
of anaphylactic shock from heterolo- 
gous animal protein. 


Diphtheria and tetanus toxoids are 
so purified that every cc. contains 
well over a single human dose each. 


Concentration of toxoids—plus 40 
billion Phase I pertussis organisms 
per cc.—permit a dosage schedule of 
only 0.5 cc., L cc., lec. 


Need an ‘answer book’’ for parents 
in your practice? Write for gift 
copies of Cutter’s new booklet— 
“How to Prevent Diseases of 
Children.”’ 


You'll find advantages in another Cutter 
product, too—D-P-T (Alhydrox). It pro- 
vides higher immunity levels than alum 
precipitated vaccines. Cuts to a minimum 
such side reactions as persistent nodules 
and sterile abscesses. And presents less 
pain on injection because of a more 
physiologically normal pH. 

Choose D-P-T—-Plain or Alhydrox—you'll 
appreciate them in your practice. 


*% Cutter’s brand of combined diphtheria, pertussis 
and tetanus antigens. 


Cutter Laboratories, Berkeley 1, California 
Chicago * New York 
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